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a ae of While factory, street, office bidg., etc.) | 
| Frankfort Sussex Del. 
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dermng most of working life, even if retired) 
V4, E/) $ MAIDEN E 
i tel s We xt / } Co 


grmer 
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page 3 should be detached for use as the buri 


TO FUNERAL DIRECTOR: After this certifi 


& TO HOSPIT 


a 
> 
a 
ey 
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ter death. Page 4 


Sal OLAA 3 Days 


d. NAME OF HOSPITAL (If in haspitol, give street oddress) da. STREET ADDRESS e. IS RESIDENCE 
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Mousé i even if retired) V/R G INIA U B ~ 
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PERFORMED? 
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f20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. {City or town) (County) {Stote) 
Hour 9, m, While Not while foctory, street, office bldg., etc.) ! 
Pom. jot work [[] of work 


fended the deceased fram.__. 6 Anat | last saw the deceased 
— S55 


Sto ice , from the causes and an the date stated above. 
or town, state) DATE SIGNED 


MEDICAL CERTIFICATION 
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TO HOSPIT 


PHYSICIAN'S 7a 
NAME (Type) 4) ft, GihLMORE 
Zio. BURIAL, CREMATION, | 220. DATE THEREOF Zc. NAME OF CEMETERY Fes el LOCATION (City, town, or county) 


a . {Stote) 
Bow ak -2-6l \ BETHANY MEFHobIST. focomekKE ary, hney haw d 
a, yt DIRECTOR'S SIGNATURE 7 ADDRESS i. REC'D BY REGISTRAR | 2db. REGISTRAR’S SIGNATUR! 

Put EN. bbe _Pocomoke aby, MY, \ortiX 8 61 Gils LS Wink 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


may be 


= 
a 
> 


Ed 
Sa 
aS 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 ) Sasiter death. Page 4 


by the haspi! 


¢ 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion and completely filled in¥By e. funerol director, 


TO HOSPIT. 


| or attending physician. 


may be r 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6185 CERTIFICATE OF DEATH emis MEN ee 


Bi 

- ve teed ala iA) 4 ce (Where deceased lived. If institution: Residence before admission) 

aS °. ; bee y. 

58 Wicomico marviano || Maryland Sher set 

se b. CITY OR TOWN {If outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

— RURAL “tia st nearest town) bs, Ly 4 yy 

& White Haven ace Oriole or “¢ 

»- d. NAME OF HOSPITAL {If not in hospitol, give street oddress) | d. STREET ADDRESS: /‘ e. 1S RESIDENCE 

bal OR INSTITUTION ON A FARM? 

BS: | yes [] No 

5 3. bed sae First Middle low 4. pad Month Doy Yeor 

3 (Type or print) Sarah Re Bozman car May 15 961 

2 5. SEX 6. COLOR OR RACE |7. marRiED [J NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE ( Fess IF UNDER 1 YEAR] IF UNDER 24 HRS. 

cahaoy Doys | H M 
female | white |woowox) — ovorceoo | Jan. 23,1876 a bicot inal Ea 
z 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
\ none Maryland UiSeas 


13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
John Jones Mery Windsor 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 90, oF unknowny (IF yes, give wor or dates of service) 
i ee Mrs Van Muir Monie, Md. 


Then please remove corbaon papers. 


PHYSICIAN'S 
NAME (Type! 


‘Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
‘ RTA -17-196) Oriole Cemetery Oriole, Md. 


& 

‘Oo 

= 

2 

o 

gx 

_ 18. CAUSE OF DEATH [Enter only one cause per line for (0). (bIAend te V INTERVAL BETWEEN 

S PART |. DEATH WAS CAUSED BY: ' y 

= IMMEDIATE CAUSE (o)_ $9 § AMA AAA 9 —-V/\ , = iy ars 

: yi : om ibe ~¢ CONDNAC, é % 
ure Conditions, if ony, which mAs Q Dra (Fn a-3 Mo. 
Eo goye rise to immediote 7 Y ’ — 
LS ec¥se (0), stoting the under- UE TO v > 0) ) 
2° lying couse fost. oOrArter cp AliL Oo gfe A » Qi ber Ban AR 
aes a Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION\GIVEN IN PART I(o) |19. WAS AUTOPSY 
so f - 
38 < OL "1" ves Nol) 
Zo = | 200. ACCIDENT WAS UNDERLYING Ty, | 0b: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Ut item 18.) 

a & | OR CONTRIBUTING L] CAUSE OF DEATH EL | ats 
£5 & | UF EITHER, NOTIFY MEDICAL EXAMINER) ———— 

: a 
85 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, ay 1 20F, (City or town) (County) (State) 
23 fa} Hour 0, m. While Not while foctory, street, office bldg., etc.) 
Se 3 p.m. 19 lot work [1 ot work [J { 
Boa) 
2s 21, | certify that] attended the deceased fromcd {J}, 19. ia \, to 3 [tS 2182 L that | last saw the deceased 
28 
3 5 ative on___2 Ue Saran § ~ 126} ,, and that death accurred ot__Ahy M, fram the causes and an the date stated abave. 
te ADDRESS (Street, city or town, stote) DATE SIGNED 
3s 

= ACTUAL 
35 StGNATUR : Baik GB eo 5 WA. 57 AAG IG \ 
> 
3 
oo 
ad 
oOo 
of 
a 
az 


| ZEc EBSRRAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Sab) XO WY, keer Princess Anne, Ma doaeMAY 2 2 ‘61 Chant oe 


oll 


in by the funeral director, 


6 death. Page 4 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 


if & ‘RIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 

yy » : 
6787 CERTIFICATE OF DEATH 06174 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


o. COUNTY cy b. COUNTY 
Wicomico Ty Maryland Wicomico 
b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 


we Hebrom( Rural) » _Hebren( Rural 


d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS. e. 1$ RESIDENCE 
OR eS ON A FARM? 
oDe# 1 R.D.# 1 yes Ge No) 
3, bp on First Middle Lost 4. ae Month Day Yeor 
{Type or print) WILLIAM THOMAS BYRD DEATH MAY 10th 19 61 


Pages 1 and 2 should be filed with 


ofter death. (=) 


apers. 


S. SEX B. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR IF UNDER 24 HRS. 


6. COLOR OR RACE | 7. MARRIED [X NEVER MARRIED [1] Jost 83.3 th: H. Mis 
Male White  [woowod  ovorceo) | April 19,1878 ia al 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign t83 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) US 


Retired Farmer Farming antico, Maryland 


Then please remave carb 


‘ansit permit. 


ate has been signed by the attending physician and completely fille 
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nding physicion. 


5 
z-) 
e 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 he 


e ed by the hospital or a 
TO FUNERAL DIRECTOR: After this cer 


may be ren 
the State Board of Health prior ta burial. 


Be 


page 3 should be detached for use o: 


TO HOSsPIt 


ee 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Thomas James Byrd Mary Jame Cooper 


Tagen erticapirsge ne 16, SOCIAL SECURITY NO. He ps. Minnie E -Byra( Wa fe ) 0 Bf Hebron, Me : 


INTERVAL BETWEEN 
ONSET AND,DEATH 


PART 1. DEATH WAS CAUSED BY: 7 
IMMEDIATE CAUSE (0). 


= ]1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). and {c).} 4, 


DUE TO 


BN 
Canditions, if ony, which (b) (Og 
gove rise to immediote 
cause (0), stoting the under. ( SUE TO 
lying couse lost. ) 


Part Il. OTHER SIGNIFICANT ete CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE less ie! GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 
Abkgcegin Crebet| Kime bon gt c= koma Mega: | eC noi 
20a. ACCIDENT WAS UNDERLYING FI Oo see DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Paff | or Port It of it 


OR CONTRIBUTING 1) CAUS! 
(1F EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year | 20d. Jes OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg. etc.) | 
p.m. N, /. A 19 [ot work [] at work (] 


MEDICAL CERTIFICATION 


N/A H N/A 


21. | certify that (I) (this hospital) attepded the deceased fram. & ved « 19____, that (I) (we) last 

saw the deceased alive on____¥ La eae y9_&, and that death accurred at. G/M, from tes causes and an the date stated abave. 

220. SIGNATURE 2b. eo 
Py <a wo {TE Mano Mio MayS Dy sot 


22c. PHYSICIAN'S 22d. ADDRESS 
NAME BS, 

p»Ernest M,Larmore Delmar, Delaware 

230. BURIAL, SON, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


Buriat” |May 12,1961| Quantico Cemeter 


24, “tein DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 


HOLLOWAY & COMPANY SALISBURY,MARYLAND _|osr “AY ? 861 


23d, LOCATION (City, town, or county) (Stote) 


and 


25b. REGISTRARS SIGNATURE 


2 


AMMARYLAND STATE DEPARTMENT OF HEALTH 
at ner RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
es = DEATH 6175 


5 @2 =~ 3 a4 
= 33 1. PLACE OF DEATH —er9 é SeORE RESIDENCE Witch acd #ived, If institution: Residence before admission) 
o 25 i getile BE Be Mi a, STATE ¥ ‘tied si aoe 
5S ong Wicomico MARYLAND Marylan Wicomico 
2% sh 7 ns -||+—_ 
2 S03 B. CITY OR TOWN (if outside comporete limits, ¢. LENGTH OF STAY IN Ib ©, CITY OR TOWN (If outside corporete limits, wrile RURAL end give nearast lown) 
~ Fas wrila RURAL and give neeres! Lown) 
Sees LL Salisbury _3Mos.1Day _ ___— Salisbury =: 
= yas |. NAME OF HOSPITAL OR OR (if not in hospitel, give sireai address) d, STREET ADDRESS @. IS RESIDENCE 
ZB sae ON A FARM? 
asa 3 }" ic 
t aad A_____Deer's Head State Hospital «#5 Pemberton Drive f ves [Jj No [] 
3 Ss 3. NAME OF First Middle Lest | 4. DATE Month Dey Year 
% £en DECEASED | 
e Fee pir age John Wesley Carter | 27. se 
© ge 5. SEX 6. COLOR OR RACE|7. MARRIED o NEVER Reni | | B. DATE OF BIRTH : a: TF UNDER YEAR| IF UNDER 24 HRS. 
a 5 = : ‘ || Months] Deys | Hours | Min. 
. 8 Male White wipoweD K] DIVORCED April | 255 18 69 9eV/ ye | | oh _ | 
8 ee TOs. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
BM done during mos! of “He en if retired), 
SE Unk, (Retired Farmer$nk, Worcester, Maryland | U.S.A. 
ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2.5 
3 | 
a8 Wesley Carter xxx Elizabeth Pusey 
Bet 15. WAS DECEASED EVER IN U Aes PORES? | 16. SOCIAL SECURITY NO. Me npg 
s 
eat 


Wrence J,Carter(Séu)R.D.# 5 Sal.Ma. 


(Yas, "Unk unkown) 


(fyesgive ipsa’ 


____Hospital Records -- Salisbury, Maryland 


18. CAUSE OF DEATH [Enier only one ceusg-per line for(e), (by and (c).] INTERVAL BETWEE! 
PART |. DEATH WAS CAUSED BY. BA ee Sa oh onset Ay DEAT| 
IMMEDIATE CAUSE (e)__ 


le 


ie has been signed by the attending physician and comp! 


ee, 


/22c. PHYSICIAN'S 


= 
4 
s 
8 
= 
a 
3 
mo) 
Ah ~~ 
ane 
2.228 
4.5 > Ee 
5a 8e 
eaS5a5 LF DUE TO 
e 23 ¥ / 4 
32ckE eny, which (b} “ af 
23a geve rise to immediote couse 
= 5 . (e), steting the underlying ( DUE TO 
oe a couse lest. {e) | 
g 6.8 z PART li OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/ 19. WAS. AuToRsY 
“oo 2 - = L:sii? ERFORMED? 
2ea2 = 
eee é F . a eee. be usa all 
B= Scais & [2Ds. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Port | or Pert Il of item 1B.) 
5 & | OR CONTRIBUTING [] CAUSE OF DEATH 
megs & | (iF EITHER, NOTIFY MEDICAL EXAMINER} 
Us s 33 < [a0c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 201, (City or town) (County) (State) 
boc rey 
a = pies 3 edt. A. While Not While __ | factory, street, office bldg., etc.) | 
as ag 6 2g one 19 at work ["] et work [] | | 
5 = 
HeO8s 21. | certify that (I): (this hoppital) attended the deceased from....2/. hai VETS st) Ys , that (1) (we) last 
a 
e895 © saw the deceased alive and that death occured at.1.2. M, from the causes and en the date stated above. 
mre ls 22e. SIGNATURE i rT ; J 22b. DATE 
OEB ow ATTENDING MED. STAFF ae 
” PH DIRECTO! PHYS. 
ee Vey RESrOn alia! May 27,1961 _ 
a. 
as 
ass 
eae 
giz 
= 
8 


NAME (Type) q = 2 % + 
if ol, Maldve, M.D. ____|__Deer's Head State Hospital--Salisbury,Md. 
Ox 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 28d, LOCATION (City, town or county) ~~ [Stete) 
uae RNa ee? 

020 ur May 31,1961| Olivet Cemetery Worcester Co.Maryland | 
up w 24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
. 


_loaTeMAY 31 "61 


sw 9ic0 | HOCLOWAY & COMPANY SALISBURY MARYLAND |e evebai sons 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6189 CERTIFICATE OF DEATH ig ee haG 


—" 


gave rise to immediate 


couse (a), stating the under- DUE TO 


ronsit permit. 


<= se 
& 3 oF \ 1. Laie bs os yeaa [es (Where deceased lived. If institution: Residence before admission) 
= a. b. COUNTY 
a ‘4 MARYLAND 
rene eal Wicomico a Wicomico 
= 6 6 b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
g o 2 RURAL and give nearest town) } 
2 52 Salisbury 15 yrs. Salisbury i a 
4 ee — d. NAME OF HOSPITAL a nat in haspital, give street address) d. STREET ADDRESS e@. IS RESIDENCE 
. 3 OR INSTITUTION , ON A FARM? 
ate 311 Broad Street 311 Broad Street. J vs Tinos) 
= = 5 x 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
=x Br ‘ 
& 24 (Type oF prin!) Jesse Chapman eae 5 18___19 61 
ome 
22 ze 5, SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Setar 
on3 Min. 
2 3 M AA wiboweD [] DivorceD [) Not positive 
5 ee 10a. USUAL OCCUPATION (Give of wark done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g. igee) during mast af working life, even if retired) 
bo Be Laborer Farm Not kmoewn USA 
4 4 a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 88 
5 Ze Not known Not known 
ete 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
€ G5 (akstno ita ooh ete eae ae 
u ot No 
lpm 
3 = g 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), By 3 TWEEN 
a ‘5 = PART |, DEATH WAS CAUSED BY: yy a 
ae IMMEDIATE CAUSE (a). RMPAL 
pea sy 5S ohy DUE TO 
a > 
z a 3 
= 2 Conditions, if any, which (by 
$ 3 
5h) 
Tee 
foc 
$ 
bes 
= A 
es 
‘1 
Ag 
3 
8 
$ 
s 
ea 


a 


the registrar priar ta burial, crematian, or removal, and in any event within 72 haurs after death 


< lying cause last. (2. 
5 qa eee 
3 $ Part I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0)]19. WAS AUTOPSY 
3 = 
5 5 i ee we) Noh 
a59 Ss 
Rear ys = | 200. ACCIDENT WAS UNDERLYING C1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
Za & ]OR CONTRIBUTING [] CAUSE OF DEATH 
eee © |(F EITHER, NOTIFY MEDICAL EXAMINER) Ct ee Fg . —_— 
pS 2 
2 bogs & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (State) 
Sse r= factory, street, affice bldg., etc.) | 
x 3s aw T , e —_— a ee 
Qa S>EL = 
2a528 
zz 3 21. | certi at | nik the eh from: JES eI, Loon aes 196 Iihat | last saw the deceased 
ae 
Zoed alive on____. eee , and {that death occurred af % ZEm, fro] the causes and on the date stated above. 
Gia o §, 
Eeos RESS Ftreet, jawy, state), DA’ NC 
20, ACTUAL ae 
Es SIGNATURE, mer Aa 
Faz 
2 PHYSICIAN'S 
Rez NAME (type) Herbert G. Sembly 400 Hast Church St., Salisbury, Maryland 
a3 4 iy ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 2, 22d, LOCATION (City, town, or county) {Stote) 
9,54 REMOVAL (Specify) _ 
aod S=19-G]} 
ee ADDRESS, 2a. or BY eos 
VS ANS (4) MAY 247 
1M 9/58 » Salisbury, Mé@ DATE 61 


ter death. Page 4 


@ 


led in by the funeral director, 


rs. Pages 1 and 2 shauld be filed with 


The law requires thot the death certificate be executed within 24 hot} 
Then please remave carb 


After this certificate hos been signed by the attending physicion and completely 


ATTENDING PHYSICIAN: 


» 


moy be reto¥ned by the hospital or ottending physician. 


TO FUNERAL DIRECTOR: 
poge 3 should be detached for use os the burial-transit permit. 


the registrar prior to buri 


TO HOSPIT, 


death. 
oa 


|, Cremotion, or remaval, ond in any event within 72 hours oft 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6199 CERTIFICATE OF DEATH neg. in. Naf '2'7 


1, PLAGE OF DEATH ; 2, USUAL i ber] deceased lived. IFinsfitution: Residence before admission) 
8. b. COUNTY : a 
MARYLAND 
COMIC e as a c 
b. ane OR TOWN ([f outside corporote limits, write ¢, LENGTH OF STAY IN 1b c. CITY ye fe {\Foutside corporate limits, write RURAL and give neorest town) 
ar Land give nearest town) 
d. a OF bars. nat in haspital, give street oddress) 'y d. STREET ADDRESS a4 e. IS RESIDENCE 
OR INSTITUTION “ "e ON A FARM? 
enins\o Genera) Hossile los Ss eWarls Place ves C]_ NO pl 
3. NAME OF First Middle 4 DATE Month oe Yeor 


timer Sec Collins 


5. SEX 6. COLOR OR A}CE op MARRIED [-} NEVER MARRIED [7] | 8. DATE OF BIRTH 


Mau/e egrd 


WIDOWED DivorceD [] 24 f 890 yrs. 
100, USUAL OCCUPATION (Give kgf 1 of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 
14. MOTHER'S MAIDEN ane 


Mary Corbin 


96/ 
IF UNDER 24 HRS. 
Min. 


DEATH LY aw 


9. AGE (In y 
lost birthday) 


IF UNDER 1 YEAR) 


13. FATHER'S NAME 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Addr; 
{Yes, no, oF unknown} (if yes, give war or dates of service) € ‘ . ‘ 
| o 
1B, CAUSE OF DEATH [Enter only one cause per lipe for (0), (b). and (¢).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: LAG A aeneioeTe 
fs IMMEDIATE CAUSE (0) A LW Ly 
x DUE TO fs F : ne 
Conditions, if ony. which a J Sirg~ | bate foe eg log 
gave rise to immediate < t 
cause (a), stoting the under. (OVE TO 
lying couse last. Te 
5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. piel | stl 
= 
3 Yes] NOT} 
= 200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
ks 
& [20c. TIME OF INJURY Month, Doy, Yeor |20d, INJURY OCCURRED — [20e. PLACE OF INIURY (Home, form, | 20F. (City or town) (County) (State) 
a Hour 0. m. While Riot chile foctory, street, office bldg., etc.) | 
= pam, 19 Jot wark [} ot work [J ' 
21. | certify that | attended the deceased fram. hos SS 7 ign to_ ees taal ae , 19LZthat | last saw the deceased 
alive an____. SF ne Wwbety, and that death ae So Bug fram the causes and on the date stated above. 
V7) 7 ADDRESS (Street, gity ov town, stote) DATE SIGNED 
ACTUAL Lf 7 A. "/ ‘ ; 
SIGNATURE. f+ JLG a] as Ait y : 9-4 27ry Se F fhe | mo 
iP. A | { 
puysician’s = JJ (ow \ ae J 


NAME (Type) of 7 Ag tft] INN CY , YY Ge 3 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {State} 
Bows (Specify) 
fe] 2S. Hilt Parsonah v7 
jj , J 2ha. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
‘ a 
Z DATEMAY 15 ’61 Cnibun £ Tins 


BPs 
eo 2 
e 8 
oa - 

ao 
£% 
Baie 
oe 
- © 
= 


24 hay 


in 


hysician. 


The law requires that the death certificate be executed with 
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d by the hospitol or 


TO FUNERAL DIRECTOR: After this certificate has been signe 


ACTUAL 
SIGNATURE. 


PS 


MEANS Do Freda R.Granse 
‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 


Buriat” | May.5,1961| Parsons — Salisb Ma 
we MiAY "9 


‘Wc. NAME OF CEMETERY OR CREMATORY ‘Md. LOCATION (City, town, or county) (Stote) 


< se 
D 3 iz Wg pire DEATH 2 pare DENCE (Where deceased lived. If institution: Residence befare odmission) 
5 28 °. °. b. COUNTY 
= 53 UNC 0 (20 2 2 MARYLAND Maryland Wicomico 
Sey b. CITY OR TOWN (If outside corporate limits, write |.c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town} 
Rg sf babi ‘ond give. neorest town] Be 
Py 
$i Sore “ied )» Salisbury 
£ 22 = ar et {iF fot in hospitol, give street oddress) d. STREET ADDRESS «. 1S RESIDENCE 
> ») Ale / LOSLLT BE: J 322 Naylor St yes [] NO 
= ce 
. ma a OF Middle Lost 4. DATE Manth Doy Yeor 
nee DECEASED OF 
a 85 {Type oF print NETTIE ELLEN AY. de | tan 7 Ye 3. 19 74 
. I 
2 oS 5. SEX 6 bia OR RACE |7. MARRIED PALNEVER MARRIED [[] | 8. DATE ‘OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
S. = ie, Lip lost birthday) ths 2 Hours] Min. 
eat Make, (7p, \woown 1 pivorceD [] Sept S55 1889 VL os. sy 
£ ce; 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
2 82% during most of working life, even if retired) 
8 pes House Work at Home None Delmar, Delaware US A 
a 2 4 é 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
2 68% 
§ Ber Thomas B,Calloway Laura Beach 
i Po 8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFO] Address, 
© 23 x 4 e . 
= 852 a oman | pi eee ea a Mre d:Howara Dpyde (Husband) 322 Naylor St 
g FS 5 
£ =8 Urry» 
3 e g a 18. CAUSE OF DEATH [Enter only one couse per lif for (0), {b), ond (c)-] © INTERVAL BETWEEN 
hake oe PART I. DEATH WAS CAUSED BY: beet ee be 
3 AA RLAS AMAA 
jee IMMEDIATE CAUSE (o} 
= 226 Pip oe 5 
Sete Ys x DUE TO 
= fe > Conditions, if ony, which (1 
$ ES gove rise 10 immediote ee 
ie e : 
iS 1 cause {a), stating the under- 
if 5 44 lying cause lost. {ce} 
318 g = Parr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T{o)|19. WAS AUTOPSY 
o's re Q i : PERFORMED? 
a a o = 
< 8 = 
on 5 3 es O xo 
2 Fs Se 
eg 5 y & PocaeCcIDeaT abe UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port Il of item 1B.) 
3 a IG CAUSE OF DEATH 

a a 6 UY 4 [{IF EITHER, NOTIFY MEDICAL EXAMINER) N / A 
Z6 5 3 }20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
: = a (erie N / vo [While Not while foctory, street, affice bidg., etc.) | 
= § = .m. lot work [7] ot work t 
Tuy 5 
eA = 
a 2 
b 5 
ge a 

2 
< 2 

3 

a 

5 

3 

hg 

° 
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poge 3 shauld be detached for use as the burial-transit permit. 


may be re 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: es ae AR 2d. ane ee jas fepn 


HOLLOWAY & COMPANY SALISBURY MARYLAND 


bed 


may be rekiaed by the haspi 
TO FUNERAL DIRECTOR: After this ce: 


ore 
as 
=> 
2 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


TO HOSPIT: 


om 


“e: death. Page 4 
S. S)- ees: 


icate has been signed by the attending physician and campletely filled in by the funeral directar, 


| ar attending physician. 


a 


ps 
iS 


Pages 


|, and in any event. within 72 haurs S death 


Then please remave carban papers. 


page 3 shauld be detached far use as the burial-transit permit. 


the State Board af Health priar ta burial, crematian, ar remavol, 


Sn ee RTMENT OF HEALTH 
DIVISION OF S AND RECORDS — BALTIMORE 1, MARYLAND 


4 CERTIFICATE OF DEATH 64 55 
a. peace ereat 2! Pn abo {Where deceased lived. If institution: Residence before admission) 
Wicomico MARYLAND || °° Marylana °°" Wicomico 
b. RURAL end ove AlFlesrs.corPer sl limits, write ¢. LENGTH Of STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Sail spur: | — Salisbury 
d. SR TUTION e (If not in hospital, give street oddress) d. STREET ADDRESS e. asi 
306 Buena Vista Ave ) 306 Buene Vista Ave YES) No EX 
a Nagas First Middle Lost 4 = Month Day Year 
area NATHAN JAMES  FOSKEY Sam MAY 19th 6 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. slid gor IF UNDER 1 YEAR| iF UNDER 24 HRS. 
Male | White ovorceo} | March 16,1890 | 71m |"2"| 3” | "| 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired] 
Construction 


Retired Mason Pittsville, Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Nathan Henry Foske Henrietta Miller 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. im wena 


ape ares (tw he le {Sauce St Ext 


Unk 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


Conditions, if any, which 
gove rise to immediote 
couse (o}, stoting the under- 
lying couse lost. {e) 


a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= 
& yes] noX) 
= [20. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port ll of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
©) © | (IF EITHER, NOTIFY MEDICAL EXAMINER) | N/A, 
i 7 EE ee 
& [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE pa Tae form, 1 20F. (City oF town) (County) (tote) 
3 Hour. m. While Not while rate, ategel: otice) stole 
g p.m. N/A 19 jot work (J ol work CJ WN i N/A 
o 2. 
21.1 certify that (1) (this haspital) at d pore ge fram._f = 13 J OR. PAT r__, 19@Z, that (1) (we) last 
a. W gli ¢ oe Ad Gomme ih and that deat occ RP St = thafied wf th® causes and an the date stated abave. 
2b, DATE 


ATTENDING Mi TAFF IED 
M.D. lane Bieector BINS, NayQh, ifs 1967 


22d. ADDRESS 


Maryland Ave, Sasiswury, ferries 


Z. PHASICIAN'S © 
SAME (Type) Dr 


tee 


rl M.Beardsléy 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
vor (Specify) 
May 23,1961! Wicomico M 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


\s HOLLOWAY & COMPANY SALISBURY MARYLAND 


~ - MARYLAND.STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


done during mos! of working life, even if retired) 


Line-man, Employee (iE. S. P. S. 


13. FATHER'S NAME 


William W,Foskey 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, ge, or unkown) 


nm 20-12-1874 
“1B. “GAUSE ¢ OF DEATH [Enter only one cause per line for (e), (b), end (e).] 
PART I. DEATH WAS CAUSED BY; 


Salisbury, Maryland USA 


14. MOTHER'S MAIDEN NAME 


Nellie Frances soaker. 

tires Bett Fosk Wi fe)13 Ave 
dest art! skgy {i ota has vena” - 

eg “AND Sail 


(Ifyes give warordatesofservice)| 


it. 


and in any ever 


FOR STA 6799- MEDICAL EXAMINER'S CERTIFICATE OF DEATH Sener 
Oe : 
HEALTH 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution) Residence before admissi 
ee, SS COUNTY: ©. STATE b. COUNTY 
s 2h Wicomico MARYLAND Maryland 2 Wicomico 
“ez b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b sc, CITY OR TOWN (If outside corporate limits, write RURAL end give nesrest town) 
See write RURAL and give nearest town) y 
gee Salisbury Fruitland (Rural-Salisbury) _ 
5 8 + fy DS E Pe HOSPITAL OR INSTITUTION (if not In hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
3 3 ? i ON A FARM? 
i Bo. eninsula_ General Hospital 132 Clyde Ave. ves] no] 
Bes 3 "NAME OF “First ‘Middle Ww 4. DATE Month Day Year 
3 4 s " BECEASED oF 
Sees  |_“yerri) = William Thomas  Foskey_ DEATH Wa Do luce: | Glee 
ones 5. SEX |6. COLOR OR RACE|7, mapnier DaNever Married [-] | & DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
wveity D 2k, 192 Jas birthdey) [ Months) Deys | Hours | Min. 
EEas ‘ WIDOWED DIVORCED eCe 929 Loos 
o Oo a> - _ 
a 2 <= “TO. USUAL OF ATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BRR (Stee or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
>25N 
bt Nw 
gare c 
23 oS 
ora 
=. 
bez 
2 
13 
gs 


ng with form PM3. Page 5 may be retained for your files. 


MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any es is necessary, 


= IMMEDIATE CAUSE (o)_  Blectrocution _= ~*~ __|_Sudden._ 
e 
S8az /s 4 DUE TO 
£63 oy Conditions, if any, which (b) ae 
arn gave rise to Immediate cause Ei <=. 
Sshie ee {e), steting the underlying ( OVE TO 
Sez - cause lest. te) ——— = Sera aa 
Paes z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
ace 3 a so PERFORMED? 
> nee x a e 
ee 
35 5 3 . . 7 ves K] No [5] 
2 3 3 aL & |200. EXTERAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury in Port | or Pert Il of item 18.) tw" =s 
222-18 PRIMARY [ifr CONTRIBUTING [] 
i 2 CAUSE OF DEATH. 
2505 F : * Werk ole and touched wire with 12,000 Volts, _ 
od § | 206. TIME OF INJURY “Month, Dey, Year | 204. Any oceuni 200. PLACE OF INJURY (Home, ferm, | 20f, (City or town) (County) (Stote) 
ZU ee a Hour any. factory, street, office bldg., Nea) | 
tore Be 3 ; vemico Md, _ 
2 Ares 21. I certify that | took charge of the remains described above, held an_Autops: H lpguiryb |, and in my opinion 
pats 3 death resulted from: tural causes Oo Accident K], Suicide oO Homicide C) Undetermined manner |e] 
- 38 2 CHIEF MEDICAL EXAMINER [7] 
ss 
= FAB ACTUAL 
28a zC Rue \ g mp, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 
& i233 NAME (type) Earl L. he Aa D. DEPUTY MEDICAL EXAMINER [XJ 5-23-61 
ol ype AM: (Street, elty, town, or county) 
Be , |— STENT — = —=-- 
A 236 2 228. BURIAL, a eae Te tia  SaneSe ‘OR LY. cies 22d. LOCATION (City, lown, or country) (State) 
gah EMOVAL (Specify) 
gaxod Burial | May 25,1961 Wicomico Memorial Park Salisbury, Maryland 
23, FUNERAL DIRECTOR ADDRESS 24e, REC'D BY REGISTRAR} 24b. REGISTRAR'S Bee 
S- C12RE MAY 25 61 Kaus 
su sjo \ | HOLLOWAY & COMPANY SALISBURY MARYLAND_| oar : as FS 


Ss 
] 
A 
> 
rd 


= 
mal 
=> 


L 


= 


S 
3 
= 


jes 1, 2, and 3 to the funeral director. Page 
72 hours after death, 


. Page 5 may be retained for your files. 
s 1 and 2 with the State Board of Health, 


thi 


PM. 


le 
it 


eh 


Item 18, 


This certificate should be executed within 24 hours after death. If any ®. necessary, 


ted agent, prior to burial, cremation, or removal, and in any 


igna’ 


its desi 


4 should be forwarded to the Chief Medical Examinér’s Office along with for, 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permi 


Ze 


please execute the certificate, writing the word “pending” in pencil 


To _ EXAMINER 


te 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6200 MEDICAL EXAMINER'S CERTIFICATE OF DEATH (16157 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad lived, If institutions Residenca befora edmission} 
SR COUNIY a. STATE b. COUNTY 
|___—‘Wieemice MARYLAND Maryland_________Wicomic i 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporata limits, write RURAL and giva naarast town) 
write RURAL and give nearest town) 
_ Salish . _Salisbury = 
NAME OF HOSPITAL OR INSTITUTION {if not In hospital, ga street address) d. STREET ADDRESS . IS RESIDENCE 
ON A FARM? 
Yes NO 
Sepreninsula General Hospital — —i 111 Ienkins_Lane_ at: Oxo 
i 
DECEASED be . Mf *s 
fT int) 
(Typa or print) Hi ean my 6 1 19 


on ___ 2s 
5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR 


oe Days 


IF UNDER 24 HRS. 


7. MARRIED EVER MARRIED. Pi Made 
Ck O Hours | Mi 


last birthday) 
wivoweo [7] —_—ivorct [_] 3/ £2 Ae Bev. 
1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIR pf (Stata or foréign ai 


Ara e— 
. FATHER’S NAME + . ye a at F 5S MAIDEN od ZL 772 z/e€ a 
AEWLS UA a fee ov BARK L 
TS. WAS DECEASED ‘VER IN U.S. ARMED FORCEST 116, Le Lb iat A ine a “Address 

(Yas, no, of unbooup) warordates of service) 
Ms Q19-12-3324 


"| 18. CAUSE OF DEATH |Enter only one cause per line for (a), (bj, and rat ] INTERVAL BETWEEN 
‘ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
1, 7 , ‘MEDIATE CAUSE (e)__Aente pulmonary edema—___ a —__—_|Sudden_ 
™” DUE TO 


Conditions, if ‘any, whieh (b) Cerebral vascular accident _|_ Sudden 


9aVe rise to immediate cause 
{e), stating the underlying ou) 


pepe ley” «___Hypertensive_cardio-vascular _dise ase ._|_Yeara___ 
PART Il. OTHER SIGNIFICANT CONDITIONS CO! JUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ka)) 19, ib 1 eae 
CONTRIBUTING TO DEATH | NAS 


UAL OCCUPATION (Give kind of work 
ing)most of working life, even If retirad} 


12, M6, WHAT COUNTRY? 


=z 

9 RMED? 
5 ves [No TE 
© | 20s. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury in Part | or Part ll of Item 1B.) - 

& | PRIMARY [1] or CONTRIBUTING [] 

S| CAUSE OF DEATH. 

3 20¢. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Hom ca 20f. (City or town} ~ (County) {Stata} 
6 Hour em. While __Not While factory, street, office bidg., etc.) 

= Dim 19 al work at work 


21. I certify that | took charge of the remains described above, held an Autopsy jm) meoeT Inquiry [pie} and in my opinion 


Accident [[], Suicide [[]. Homicide ["] Undetermined manner [_] 


CHIEF MEDICAL EXAMINER CO 
ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 


DEPUTY MEDICAL EXAMINER [] 5-10-61 
7 pede sity, 


Aw 


‘| 24a. REC'D EGISTRAR 
61 


15 


death resulted from: 


EXAMINER'S Earl L. Royer, 
AM YpS, 
ie. BURIAL, CREMATION | OT Can den vay. 


town, of country), (Stata) 


24b, REISTRAR "§ SI 


DATE 


— 
“ea 
bgt 


6207 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_CERTIFICATE OF DEATH 


16168 


? 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yas, no, of unkown) | (Ifyesgiva waror datas ofservica) 


“16, SOCIAL Si 


ial-transit permit. Then please remove carbon papers. Pa 


The law requires that the death certificate be executed 


TY NO, 17 


. FD f 
= 33 ) 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare docossod lived, If insiilutions Residance bafore admission) 
. os 3 2. COUNTY estate Maryland b. county Kent 
$ sag comico MAR ANe 
ip et ee CEST REPORTS a —— —|}= = a om PEPE = — 
£ Sus B. CITY OR TOWN [if outside corporaia limits, ¢. LENGTH OF STAY IN Ib © CITY OR TOWN (if outside corporate limits, wrile RURAL end give nearest town) 
= 3S writa RURAL and give nearast town) - 
S) te ry 16 days 
¥ alig biryes ES . * : = Golts  (Sassafr: ee 
= 3a d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, giva straat address) et ne ‘ADDRESS ( om 7 or TS RESIDENCE 
; x 
zp __Deer's Head State Hospital _ 4 oe byes [] Nose] 
. NAME OF First Middle Last a ae. Month Day h 
ji DEcEnsen 
: (Typa or print) John art DEATH ry 1 
‘5. SEX '|6 COLOR OR RACE|7, MaRRiED [-] NEVER MARRIED [] | 8 DATE OF IRTH "/9. AGE (in yaars {IF UNDER 1 YEAR| iF UNDER 24 HRS, 
Mal. N “8 Wied Months] Days | Hours | Min. 
e jegro wipoweD ["] DIVORCED 7/20/3876 
TOs, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stata, or = country) | 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if ratirad) | Kent County 
___Laborer vA | Chest. U.S.A. 
13. FATHER’S NAME 


avi le, Ma. 


14, MOTHER’ ¥ MAIDEN N. 


cate has been signed by the attending physician and completely filled in b 


: ~/ 18 CAUSE OF DEATH [Enter only one causa par line for (a), (b), and (c).] INTERVAL BETWEEN 
5 E 
s ONSET AND DEATH 
o PART I, DEATH WAS CAUSED BY: - 
3 b IMMEDIATE CAUSE @) ACUbE myocardial failure | day 
74 DUE TO 
2 Conditions, it eny, which «Generalized arteriosclerosis ECE. 
3 gava risa to immadiate cause 
gts (a), stating tha und: pan 
a3 caus test, eit. oe Pik. 

a Soe z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}] 19. Was AuTorsY 
Bos S Se a FORMED 
UGE > s YES xo 

4 S © [200. ACCIDENT WAS UNDERLYING TF) i | 20b. DESCRIGE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part fl of item 18.) — 
‘ & ] OR CONTRIGUTING [] CAUSE OF DEATH 
Bees G | (lF EITHER, NOTIFY MEDICAL EXAMINER)| 
o 3 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) ~ (Stete) 
z o s EY or While __Not While factory, streat, office bidg., ate.) | 
8 3 g Ss 19 ‘at work [_] at work [] ! 
H O28 2. | certify that (I) (this hospital) attended the deceased from. 
PI os saw the deceased 
mpm e 228. SIGNATURE . 22b. DATE 
One ATTENDING MED. STAFF SIGNED 
ei Ba I Mp. |, PHYS. " DIRECTOR a PHYS. i 5/26/61 
. q Se | Qe, PHYSICIAS ~~ —| 35d, ADDRESS =. = “>>> 4, n — 
eT aS NAME (Tye D ts H 
ae — ae! a lead State Hospital, re _Md. 
oe Pus AL, CREMATION, 7 DATE THEREOF CRE 23d, LOCATION (City, town or county) (Sn 
shot REMOVAL (Specify) - A Ly 7. (4 
oroz8 mo ft Pied Vi Wed oo Gers on = 
Eee ai 34 FUNERAL DIRECTOR'S SIGNATURE DRESS 2 REC'D BY REGISTRAR |25b. REGISTRAR’S SIGNATURE 
15M 9/60 pare YUN 1 61 fi 


Ce beta tia 


<—e— 


‘ 


tor 


irect 


= 


eo death. Page 4 
oO 
‘an 


Then pleose remove carbon popers. Pages 1 and 2 should be filed. 


R ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hr 


Jeffined by the hospital or attending physician. 


ad 


may be 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion and completely filled in by the funeral di 


the registrar prior ta burial, crematian, or removal, and in any event within 72 haurs after death. 


CG, 


poge 3 shauld be detached far use as the burial-transit permit. 


TO HOSP 


& 

> 
2a 
Bs 


z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6202 CERTIFIC 


ATE OF DEATH reg. vist. No. 1 159 


1. PLACE OF DEATH 
a. COUNTY + 


Te om te 2 MARYLAND: 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissian) 


“PEL ARE b. SST 


b, CITY OR TOWN (If outside corporote limits, write 
RURAL ond give nearest tawn) 


Ale 


c. LENGTH STAY IN Ib 


vi iy 
¢. CITY OR TOWN {IF autside corporote limits, write RURAL ond give nearest‘town) 
DEL /SZA-R = 


d. NAME OF HOSPITAL {If = in haspital, give street address) 


%. 1S REStDENCE 
ON A FARM? 
E 


yes] No 


R INSTITUTION 
Pewinsa la 


Te eelnd) 1 a 


4. DATE Month 


DEATH nn 


Day ve 


a inked 


Ky Pouce First Middle 
(fener oripainh) 4LYAM PYURPWEL £4 fl astiv $s 
5. SEX 7 DATE OF BIRTH 


i COLOR OR RACE i MARRIED [[] NEVER MARRIED [_] 


Mm Ale wh tC |wivowen Zp Divorced 


9. AGE (In years 


=26~ /b92- | PPP 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Hours Min, 


100. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


BAR IB &R 


10b, KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 


LIARYA-AWD 


13. HER'S NAME 


“7 


-< 


| 


eJvA 
\OTHER'S MAIDEN NAME 


Gis 150 


INI 


fig. CAUSE OF DEATH [Enter only one couse per line for i (b), ond (€)-] 


& 
PART |, DEATH WAS CAUSED BY: 
¥ IMMEDIATE CAUSE {a}. 


L% 


INTERVAL BETWEEN 
ONSET 


ND DEATH 


/. 


~ Pe. DUE TO . e of Oe ? "4 

Canditions, if ony, which ra Herne —— Lrite- ce 

gove rise to immediote 

couse (0), stating the under- OUE TO 

lying couse last. ce 
a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. TT 
= 
$ yes [] NO q 
= | 200. ACCIDENT WAS UNDERLYING [J __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
© | ((€ EITHER, NOTIFY MEDICAL EXAMINER) 
S 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, 7 20F. {City or town) {County} {Stote) 
fal Hour 0. m. While Not while foctory, street, office bidg., etc.) | 
= p.m. 19 Jot work [] ot work i 


alive on = De de ° 1x ___., and that deat! 


ACTUAL 
SIGNATURE. 


21. | certify that | attended the deceased fram__.9.= =, wal, (fee 


pees, ithat | last saw the deceased 
h occurred atlOitt AM, fram the causes and an the date stated abave. 


M.D, 


jew . 
Nt) ee ee oe 
PHYSICIAN'S 
NAME (Type) 


ADDRESS (Street, city or town, stots DATE SIGNED 
wana Lt AA pct 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 


ZFREMOVAL (Specify) 2 
-4-G/ 


rz ME OF CEMETERY OR-CREMATORY 


2d. LOCATION (City, town, or county) (tote) 


ete? 
23, RUNERAL DIRECTOR\S SIGNATURE 


CA-2 


24a. REC'D BY REGISTRAR 


MAY 4 61 


Lh 


DATE 


& ZN 6 PPI F394 oa. 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
< 9g G a 
(| 6268 CERTIFICATE OF DEATH mg wen) 
$= ‘Reged * 7s 
‘\ 33 1. PLACE OF DEATH ee eels RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
So ¢ 0. COUNTY Wasttaves a. 5 b. COUNTY, q 
carers h Wicomico aryland : : Wicomico 
=. Bs B. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest tawn) 
Q 33 RURAL ond give nearest town) Salisb 
¢ 
2 3 Salisbury 3 yrs. alisbury =z 
& 28 d, NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS o. 1S RESIDENCE 
=. a. OR INSTITUTION . 
yes [1] NO 
BS 4 121 Holland Ave. 121 Holland Ave. ) O) Noxy 
a £6 \ 3. NAME OF First Middle lest 4. DATE Manth Doy Year 
oe 'ASED 
a2 (Type or print) TERNON MARSHALL HAYES DEATH May k 196) 
icy Ae. N ey = B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 36 ee Sey Biggs [ye oe elt fost birthday) [Months] Days or Min 
eat Male White wow] —_oworceoO | Jan 12, 1907 5h 
2 28 7 100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fy Bees during most of perro life, even if retired) : a% U. Ss. A 
es at Ass Mana ife Insurance Virginia . 5. A. 
2 585 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ese 
ee . . : vi 
8 Bee an Franklin Elvira Knapp 
ees $3 1 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
= 4 bs {Y¥ou, no. oF unknown} (if yes, give war or dates of service) ‘ ail 
Eas e ial 22-15-3133 Irs. V. M. Hayes, 12] Holland Ave., Salisbury 
= 8 : 
y 23 2 18 CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and ().] . INTERVAL Between 
2 fay PART |. DEATH Was CAUSED Fin L _ 2 
ey Pig | IMMEDIATE CAUSE in 
= a, 
= 228 dif DUE TO ? 
° » 
£ Be > Conditions, if any, which se 24 eae, ee 
8 DES gave cise to immediate 
5 ese cause {o), stating the under- ( PVE 1. 
evn D lying cause lost. 
2 iS aang reousedlest 
23 85° a Parr Il. OTHER SIGNIFICANT me eG CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o]/19. WAS AUTOPSY 
oySES 2) 
y 4 $3 5 4 < yes [[] NO 
Fores = [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part I! of item 18.) 
eesee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
aeees & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
Siac g 
Oye ale z RRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) State) 
Zoses & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCU 
S5fes 5 ky ae hiatlnn? “Guibsatintle foctory, street, office bldg., ate) 
EaE5E 3 19 Jat work [7] ot work us 
eee 3 _—+ 
Rs DAG 
g zs i 2.4 ea lay oe the deceosed from _Ceg » AZ __, er NS -. ZF that | lost sow the deceosed 
o0ig 3 alive on_ ie , ond Mat deoth occurre lt. the couses and an the dote stoted obove. 
wee oa reat, city of town, stot; DATE SIGNED 
ETOB. 
ae U6 / 
apess SIGNATUR coed A " (Fe 
eqgara 
ao a5 PHYSICIAN'S 
odes NAME (Type) 
Fd S909 ‘Zo. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cy town, or county) {Stote) 
ot REMOVAL (5) . 
x52 Ss pea 9/6 : Slope Cemete West Point, Virginia 
wes 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS aa. REC: OR nESISTRAR, 2b, REGISTRAR pS SION SIGNATURE 
VS AIS (4) Feorge @, Hel I Cm 
15M 9/58 and ohnnson Co 0 


E, Nain St »Salisbury Mor 


=_ 


tar. Page 4 should be 


necessory, please exe 


Hid, 


File pages 1 and 2 with the registrar prior ta burial, crematian, 


If ony del 


Item 18. Give Pages 1, 2, and 3 ta the funeral 


te shauld be executed within 24 haurs after death. 
in pencil i 


cate, writing the word “‘pending’ 


EDICAL EXAMINER: This certifi 
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5M 9/35 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6°04 MEDICAL EXAMINER’S CERTIFICATE OF DEATH hegsbit. Wo. (16994 


1, PLACE ny DEATH 2. USUAL RESIDENCE (Where deceased lived. tf institution: Residence before admission) 
HLCShAco maniano |} PIS Lend oye dco 


b. CITY OR TOWN (if cunide corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
‘ond give nearest townt 


Delmar IO Yeers Daimar 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) | d. STREET ADDRESS i IS RESIDENCE 


ON A FAR 
yes] NO 


3. NAME OF i i 4. DA’ 
3 20. First Middle Last ate (pei Day yee 
(Type or print) Garland Hayward DEATH 5 25~ _ Wok 
5. SEX %. COLOR OR RACE [7- MARRIED [] NEVER MARRIED zl B. DATE OF BIRTH 9. AGE (wm yeow  [IFUNDER 1YEAR] If UNDER 24 HRS. 


Male Colored |wwowsst — oworceo 5/5/1947 ce ee peer | a | aH i 


10a. USUAL OCCUPATION. She kind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most Beye tng life, even it retired) 
None Maryland US A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Shreeves Hortense Hayward 
15. WAS DECEASED EVER IN U.S. ARMED pce 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 


(Yes, no, oF unknowns UH yes, give wor or dotes of service) 
Hortense Shreeves Delmar,Ma 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b}. 0% ; INTERVAL BETWEEN. 


- a AND DEAT 
PART 1. OATH WAS CAUSED BY; 2e 
IMMEDIATE CAUSE (0) 


4 
x / R DUE TO 
Conditions, if ‘ony. which 
gove rise to immediote coure 
{0}, stoting the underlying( OVE TO 
couse fost. == ss 


PART tI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
es os a PERFORME! 
yes) NO 


200. ArT Bot CAUSE WAS 20b. DESCRIBE HOW feud rea ae (Enter noture of injury in Part | or Port Il of item 18.) 
1 


PRIMARY ¢ CONTRIBUTING 
CAUSE OF DEATH. ble aces den 7 collision th deceased who 


‘2c. TIME OF INJURY = Month, Day, Year 20d. INJURY sonst 20e. ee OF Tush feeme tay farm, 1208. (City or a4 (County) (State) 
Hour a. m. - While Not waite |. street, office atc.) | ie 
a ain SHAN 96 Foe EOF work Foeshe: Z, H Whence. Md 


24 = a | toak charge af the remains aol abave, held an Autopsy [_], Inspectian [], Inquiry [7], and find that 
death resulted from: Natural causes}, Accident PY Suicide [], Hamicide [[], Undetermined cause [). 


MEDICAL CERTIFICATION: 


ACTUAL mip, CHIEF MEDICAL EXAMINER [] cAnae 


SIGNATURE 
ASSISTANT MEDICAL EXAMINER [] VE 26-6/ 
NAME trea YW DEPUTY MEDICAL EXAMINER DY 


Zio. BURIAL, CREMATION, Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) . 
Bur a Chrs Bunch And lendine Ma 


23. FUNERAL DIRECTOR'S SIGNATURE - ADDRESS =" 24g. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
William H.Jomes Jr,Princess Anne,Md oaedUN 5 61 Cithur £ Prank 


vet 


Q 


din by the funeral director, 
$s 


Pages 1 and 2 should be filed with 


Ye death. Page 4 


Then please remave corban papers. 
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TO HOSPH 
page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after 


ss 
a 


> 


4 
MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6205 CERTIFICATE OF DEATH reg. vist. Noli OT G2 


1, PLACE OF DEATH am er ine ge (Where deceased lived. If institutian: Residence before admissian) 
a. COUNTY a. . b, COUNTY, 


: Wie 9 Ail “ Allee ra —k 
b. CITY OR TOWN (If autside corporate limits, write) ¢. LENGTH OF STAY IN Ib c. CITY TOWN (If avtside carporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Aisbhur d Watts yrlhe. 


d. NAME OF HOSPITAL (Jf nét in hospital, give street address) d. STREET ADDRESS 1S RESIDENCE 
OR INSTITUTION d ON A FARM? 


CHINSULG Yen eral. a A 2 [sO 
. peas First Middle , Last 4. oo Manth Day Yeor 
{Tyee or print) Rae Virginia ‘par _|_ DEATH 1k. OS wes 


5. SEX 6. COLOR OR RACE |7. MARRIED [A NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In yéors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fost birthday) [Months] Days | Hours} Min 


F Col wivoweo [] Divorced [] 9-9-14 46 


10a. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


Laborer Farm Virginia USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Jlarmon Ethel Bivins 
TS CREE oe EWG oe doat ae 16. SOCIAL SECURITY NO. INFORMANT Address 
| 213 18 416 John S. Hinmon Wattsville, Va. 


18. CAUSE OF DEATH [Enter only one couse per,line for (0), (b), and (¢)-] INTERVAL BETWEEN 


+ |ONSET AND-DEATH 
PART |. DEATH WAS CAUSED BY: : GC Lape ee VR A ae 
IMMEDIATE CAUSE (0 ark: ov ves : 
bf 44 oT yf ove TO " 


Canditions, if ony, which 
gave rise to immediate 
cause (o}, stating the under. ( DUE TO 
lying couse last. © 
Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
yes[] NO 


OR CONTRIBUTING [) CAUSE OF DEATH 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I af item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
Hour 0. m. While Nat while factary, street, office bldg., etc. " 


lot wark [7] ot wark 


DAT#SIGNEJ 


LLG Le] 


PHYSICIAN'S . 
NAME (Type) David 


Zc, NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, tawn, or caunty) (State) 
MOVAL (Sopot 


urial Wattsville Me Wat i 
23. FUNERAL DIRECTOR'S aa i x he tLe , ADDRES 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


TE Then as Hine-tal bon < Ua-_|osr pay 22 '61 Cnttan £ Thain 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6206 CERTIFICATE OF DEATH 16193 


dt 


yx Lt 
S 3 a 1. ae reste 2 fasten tipesoenice (Where deceased lived. If institutian: Residence befare odmissian) 
¢ 38 a Wicomico MARYLAND || °° Maryland °°" Wicomico 
= 3. 8 b. CITY OR TOWN (IF autside carporate limits, write i LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
8 8 RURAL and give ay Fi fawn) 
AR isbury ! 2 Salisbury 
2£ 22 O gy d. ee a {IF not in hospital, give street address) d. STREET ADDRESS e. Pa AEG 
Ss 25 
>: Pen Gen Hosp i 512 Washington St ves] NOL 
is 5 NAME OF : First Middle Last 4. DATE Manth Day Yeor 
33 (Type or print) SADIE LEE JOHNSON DEATH MAY 28th 5 61 
>. 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH AGE (In er IF UNDER 24 HRS. 
2 \ my Mi 
= Female White  |wioowe ovorceoQ) | August 22, 1884 " yrs. a] ae abe 
& 10a. USUAL OCCUPATION (Give kind af wark al 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE an ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 fing most af eyes life, even if aye 
< ouse Work at ‘Hom Nanticoke, Maryland Wigs Av 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Columbus Moore Sarah Webster 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. TRO RMANT Address 
(Yes, ito unknown) IF yes, give war of dates of service). Pe 


18. CAUSE OF DEATH [Enter only ane cause per line for {o), {b}, and (c)-] 


PART I. an WAS CAUSED BY: 
\MEDIATE CAUSE (0) 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


Ces A 


Canditions, if ony, which (bh 

gave rise ta immediate 

cause (a), stoting the under. ( CUE TO 

lying cause lost. {c) 
$ Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19.. Tee een 
= 
& yesK) Nol] 
= |20a. ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18.) 
© | OR CONTRIBUTING CL] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) N/A 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE ‘OF INJURY (Hame, farm, 1 20F. (City or tawn) (County) (State) 
a Hour a.m. While _ Not while factory, shee, office bldg, et) | 
3 pom. N/A 19 lat work [7] at wark 


LZ IE sp: ZT. Ly. that (I) (we) last 
saw the deceased alive an.. (29/9 ma a and that death accurred ot 5 Liss) the causes and on the date stated above 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


may be fe@ined by the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


the State Board of Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


Zia. SIGPIATURE 2b. DATE = 
ogee. ae Miccreriiell. Ne /igdt 
oO f 2c. pana 22d. ADDRESS 
e / "Dn, Frea/R.Gramse S.D sts ; 
Fa 230. BURIAL, CREMATION, 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
_ June 1,1961|Wicomico Mem,Park Salisbury, Maryland 
i iY) 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
veaisi WS HOLLOWAY & COMPANY SALISBURY MARYLAND __|oareyay 91 ’61 nthun & Hand 


led in by the funeral 
wee) 


y 24 hours after 


te has been signed by the attending physician and completely 
event, within 72 hours after deat! 


fee 


transit permit, Then please remove carbon papers. Pages 1 and 2 should 


| or attending physician, 


J 


d by the hos; 


TO FUNERAL DIRECTOR: After this cer: 
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a page 3 should be detached for use as the burial: 
be filed with the State Dept. of Health prior to, burial, cremation, or removal, a 


badd 
. Pate 4 may be retaine 
director, 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
_SERTIFICATE OF DEATH 


ae End 
ad =; AEA Goss 
1, PLACE OF DE. Th | 2. USUAL RESIDENCE (Where s decossad lived, It institutions “Resid edmissiop} 


a, COUNTY < 
Wicomico par tn a STATES yy aryland o ePERNY Dorchester ae 


b. CITY OR TOWN (if outside corporate limits, —'| ¢. LENGTH OF STAYIN tb | c. CITY OR TOWN (If outside corporata limils, wrile RURAL and gi ijown} 
writa RURAL end give nearas! town) 


Salisbury, Maryland 6 days _ Vienna, Maryland 


d. NAME OF HOSPITAL OR alae (if not in hospital, give straat eddrass) d. STREET ADDRESS RESIDENCE 
| ON A FARM? 


Deer's Head State Hospital Rt. 1 Box 113 ves (No [] 


3. NAME OF First Middle Lost 4. DATE Month Dey a 
DECEASED 


RECEnSD Elmer r. ee DEATH May 27 19: 61 


5. SEX ——ss—=*~*«*B COLOR OR RACE 7 MARRIED PK] NEVER MARRIED [] | 8 DATE OF BIRTH ]9, AGE (In yaars (IF UNDER 1 YEAR| IF UNDER 


last birthday) Haar) err | Hours | Min, 


Male Negro wioowed [} _oivorceo [[] bn 1910. 50 
el vee St a) (Give kind a bia 10b. KIND OF BUSINESS OR INDUSTRY ug “athe (County & ‘Stata, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
lone durin: tisk of working van if ratira 
Yarmer | Farming Dorchester County, Ma USA 
S| 14. MOT MAIDEN NAME 
| 
Theodore Jones | Florence Molock 


| 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT idress 
(Yes, no, or unkown) | (Ifyesgivawarordatesofsarvice) 


No m------ | 215-12-6051  Arelia Jones,RrD.1 Vienna 


Md. 
“18. CAUSE OF DEATH [Entar only ona causa par line for (8), (b), and (c).] PNTERVAL BETWEEN 
SET AND DEATH 


RANT) DEATH doit caver @)____ Recurrent Cerebral thrombosis i 8 mins 


~ = ° | 

= —~OHAAK Cerebral A. S. | Years 
Conditions, if eny, which (b) P 4 
geva risa to immadiate cause 
(e), stating the underlying 


Eee ig Arteriosclerosis General Years 


PART Il. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH “BUT NOT RELATED TO THE TERMINAL DISEASE | CONDITION GIVE! GIVEN 1N PART 1 Ta) 9. “WAS ‘AUTOPSY 
oi t.. °: see PERFORMED? 


ves K) xo E 


DUE TO 


20a. ACCIDENT WAS UNDERLYING L] } 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Part | or Pert Il of item 18.) 
OP CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) “(Stete) 
While __ Not While factory, strast, office bldg., ete.) | 
19 Jat work [] at work 


MEDICAL CERTIFICATION. 


. | certify that (I);(this hospital) attended the deceased from......:S if fs » 19.2 that (1) (we) last 
saw the deceased aliye i c 19. 61. and that ast occured saat 6. Pm, from the causes and on the date stated above, 


[os | arrenoine STAFF a BIGNED 
é j | prys [a DIRECTOR Tt PHYS. £3) May 28, 1968 
'22c. PHYSICIAN'S, Vn i ADDRESS _ =: = 


Name (es), Maldve, M.D. | __ Salisbury, Maryland 


Bia oe 236. DATE THEREOF —~'| 23c. NAME OF CEMETERY OR CREMATORY —‘| 23d, LOCATION (City, town or county) -—~—~—~—~(Sieta) 


lAireys Cemetery | Dorchester County, Md. —_ 


ADDRESS 25e, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


ON hh) Ee Oo Bo 


~ MARYLAND STATE DEPARTMENT OF HEALTH 


— 


ae) DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 

oe XM : CERTIFICATE OF DEATH 6195 

> g Ss TR PERCE Pent Be ee erm io tera sresed iced rt institution: Residence before odmission) 
o a. a . 

eee: Wicomico MARYLAND Maryland "'" Wicomico “ 

= Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 

2 (6 RAL and give nearest town) 

(Pre (Hural) "Marde1a Powellville 
(o \2 ye 2 - “0 d. Sa RC SeTAL (If nat in baspital, give street address) d. STREET ADDRESS e. Bee ee 

t= OF ¢ R.D.#(Maple Sha@ Nursing|Home) In Village ! YES] NO 
be 5 . NAME 2 First Middle Los! iatpare Manth ay Yeor 
3; ieee ANNIE BELLE KELLY diam MAY 10th iy 61 
>s $. SEX 6. COLOR OR RACE |7. MARRIED [St NEVER MARRIED o B. DATE OF BIRTH 9. AGE {In yeors {IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female | White |vmomot) ovoreo | August 22,1880| “80° >.|"8™| t8 | "| 


10a, USUAL OCCUPATION (Give kind of wark ay KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


ee mast of wee life, even if retized) 
ouse Work at Hom None Powellville, Maryland USA 
14, MOTHER'S MAIDEN NAME 

1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 
1B. CAUSE OF DEATH [Enter only one cause,pactine-tor 


13. FATHER'S NAME 
Sallle Crowley 
[Yes. no. or unknown) | {MF yes, give wor or doter of service) 
(0), (b), and (¢)-] 
PART I. : MAAC 
ART DEAT AS ERM Looe Lute’ z 


Charles Bethards 
. Ne: social ecuRTY NO. WiHenry P.Kelly(HusbandJPowellville, Ma. 


INTERVAL BETWEEN 
ONSET AND_DEAY) 


Then pleose remove carbon papers. 
or removal, and in any event, within 72 haurs ofter death. 


9 a P| A DUE Tt t 
= Conditions, if any, which i FI B kde decerill, 
5 gove rise to immediate | 4. 10 a 
couse (a), stating the under: >» 
ees lying couse last. © VW ee gt eH re eae WeLks 5 
= 5 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) [19. el deal dd 
Ss - 
€ y 3 yes [] NO 
= = [200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCGMSRED. (Enter noture af injury in Port | or Part Il of item 18.) 
& & OR CONTRIBUTING CL] CAUSE OF DEATH . 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) Cin (oa 
& 20. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED jp |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
ese Hor om Feb 25 a6 l|While Not while 0 factory, street, office bidg., ete.) | 
dol |= P.m. Tk Tet work Go ot work) home \Powellville Wic. Md. 


21. | certify that (I) (this h 
saw the deceased alive an. 


ial) attended the deceased from JL AA to. Keg 103.1961, thot (1) (we) tast 
7a 


nt 7 ale and that death accurred” at __—_. Mm. Hen the causes and an the date stated abave. 
22. DATE 


Si@NED 
/ mo ARON’ Boo Mio May /2 /1961 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hy 


ined by the haspital ar 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete! 


| 22¢. Ea T724. ADDRESS 
Bs "pr H,S.Kyuhlman ‘Sharptewm, Marylan@ 
‘23d. LOCATION (City, town, or county) (State) 


page 3 shauld be detached for use as the burial-tra 
the State Board af Health priar ta burial, crematian, 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


MOBY MTE | May 13,1961 


St.Johns Cemetery Powellville, Maryland 


TO HOSPH 
may be 


.. “| 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
VRAIS (4) HOLLOWAY & COMPANY SALISBURY MARYLAND _|oan MAY 1 © '61 Crthug 24 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


£508 MEDICAL EXAMINER'S CERTIFICATE OF DEATH (H196. 


1. PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before odmission) 
@, COUNTY a. STATE b. COUNTY 


ortown We comle oe _ MARYLAND 


b. CITY OR TOWN (if outside corporal ¢. LENGTH OF STAYIN Ib || ¢. CITY OR wowh ar, yang writs RURAL Wi.comi. Ee. 
write RURAL and give nearast town) ’ 


1 


FOR STATE 
HEALTH DEPT. 


: d. NAME oBeeRi ‘OR INSTITUTION {if not in hospital, give street eddress) Phu ADDRESS — Eden ~ |e. IS RESIDENCE 
& > ON A FARM? 
S) ves [_] NO 
a22 (Nome im Be == 
£25 NAME OF Route # aa Middle ad Last te # wn Dey Yoor 
sos A Bg DECEASED 
wet : (Type or print) peas 19 
= 3 
[og@s eke bs  ———— ———- 
4 Bee 5. SEX 6. ERAS RACE i Garr . DATE OF BIRTH 9. AGE (In yoort] IF tats RIF UNDER 24 HRS. 
= = nes ee 
3 ese lest binhdey) [Months] Deys | Hours Min, 
Ee : WIDOWED pivorceo ["] yrs. 
wae ; G.. : AndhnO9 “Panne or war a 
Pein 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR seer 1 ele or foreign country) . CITIZEN OF WHAT COUNTRY? 
e348 done during most of working life, even if retired) = | 
Lye 
gaoeee 2 ——_ 4 > a 
2 Ree 73. FATHER'S NAME 14, MOTHER” Mary and USA 
=< ES 
Neza3 
= = 


15. WAS vce Ret ROR atone 


{Yes, no, or unkown) 


16, SOCIAL SECURITY NO.| 17. See Sarah Wess els 7 z 
Ilfyesgivewerordetesof service) 


-Father: Oliver King, Eden, Md. sagq— 
ONSET AND DEATH 


? “Gxuse oF S BERN Pies sciy sas a cause par line for None. ‘end (el) 
PART |, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (s)_A gp hy a —__ -|— Sudden— 
> DL no DUE TO 
Vv ] O 
Gohaitont sWesetiy.o which {b)_ re = eet — 


” in pencil in Item 18. Give Pages 1, 2, and 3 to the funel 


4 should be forwarded to the Chief Medical Examiner’s Office along with form 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


geve rise to immediote cause 
(2), steting the underlying ( VETO 
cause lest. le 


PART ll. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ite) 


19. WAS AUTOPSY 
PERFORMED? 


YES x No [] 
20b. DESCRIBE HOW INIURY OCCURED. (Enter nature of Injury in n Part | or Part Il of item 18.1 Fi 


iar nar ing in double bed with Saree found 
dead | aPscth La 


While Not While 
at work [_} a! work 


J? 


MEDICAL CERTIFICATION 


}, cremation, or removal, and in any even! 


PRIMARY or CONTRIBUTING [) 
CAUSE OF DEATH. 


2c. TIME OF INJURY — Month, 
Hour a.m. 


208. he CAUSE WAS _ 


206. PLACE OF INJURY (Homa, fer 


factory, street, office bldg., ele.) | 


n Wicomico Md,» 


21. I certify that 1 took charge of the remains described above, held an Autopsy ft Inspection ix Inquiry ra} and in my opinion 
tural causes Ch Accident ek Suicide r Smicide qi Undetermined manner Ct 
ACTUAL 


is 2 ” CHIEF MEDICAL EXAMINER .[ 
SIGNATURE, 


ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
rxaminfrs Earl L,. Royer, Me 


DEPUTY MEDICAL EXAMINER [Jy 5512-61, 
NAME (Type) ress (Shap, city, town, or count 
Fie. BURIAL, CREMATION,| 22b. et tee asadd shart” it 8224, LOCATION (City, town, or country) Grete) 


MOVAL (Specify ls A Feiendsnip (Carey wok | AleW, And, 


23. FUNERAL DIRECTOR ADDRESS 240. REC'D BY REGISTRAR 


Thoentton) 1S. Jolley Sa isbaryave naires: 


204, (City or town) (County) St 


xo 


io, to, burial, 


death resulted from: 


M.D. 


\ 


please execute the certificate, writing the word “pending 


To oe, MEDICAL EXAMINER: This certificate should be executed wil 
or its designated agent, pri 


ae REGISTRAR’S. mah LS 


athe Lf ra 


VS. AISME 
5M 9/60 


GBD 


all 


a death. Page 4 


ate has been signed by the attending physicion and completely filled in by the¢ufegal director, 
Pages 1 and 2 


Then please remove carbon papers. 


transit permit. 


nding physician. 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hy 


d by the hospital or 0 


may be s e 


TO HOSP! 


a 
as 
E> 
2a 
at 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 6197 


1, PLACE OF DEATH ; 2, USUAL RESIDENCE (Where deceated lived. ‘If institution: Residenes befare admission) 
ie a. b. COUNT 
Wicomico MARYLAND | Marylend NY Wicomico 
b. CITY OR TOWN {If autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
RURAL and give te ee) 
alisbury of Salisbury 
d. NAME OF HOSPITAL (If nat in haspital, give street address) , d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ‘ON A FARM 
Pen Gen Hosp R,D.# 3(Delmar Ra) ves C1 No 
3. NAME OF First Middle lost 4. DATE Month RXR Coy Year 
(Type ar prin! BABY BOY LAMB DEATH MAY Ath 9 61 


7. MARRIED [[] NEVER MARRIED JX} |8. DATE OF BIRTH 232 A. nt AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


6. COLOR OR RACE last birthday) 
last birthday) {Manths] Doys 3 i> 


Male White |wiroweo pivorceo [] May _3,1961 0 m{"O | 6 i 
10a. USUAL OCCUPATION {Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


juring mast af warking life, even if retired) 


one None Salisbury, Maryland USA 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unk Elizabeth Layfield 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 
We. "Ni ‘unknown) It yes, give wor or dates of service) 
| 


16, SOCIAL SECURITY NO. 
None 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a). (b), and (c).} 


PART I, DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE (a 


} DUE TO 2 


firs-Heleg ¢,Leyfie}a( Rs b.23%Delmar Ra 


INTERVAL BETWEEN 
ONSET AND DEATH 


Canditians, if any, which 
‘ : 5 13 
gave rise to immediote 


cause (a), stating the ynder- ( DUE TO 
lying cause last. ©. te LL S GE ede at <p EF 


‘4 Parr Il. OTHER SIGNIFICANT CONDITIONS Ci BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
= 

$ yes (X No] 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) N/A 

& [20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, form, | 20f. (City or tawn} (County) (Grate) 
rat Hour a.m. While Nol while. factary, street, affice bldg., etc.) | 

3: p.m. N/A 19 at work [7 at work ' 


21. | certify thot (I) (this haspital) attended the deceosed from.. 


19. , that (I) (we) last 
Fe e 

sow the deceased alive on ond that deoth accurred at _M, from the causes ond on the dote stoted above. 
7a. SIGNATURE 


i ‘2b. DATE 
ZB Doreen, 088°" BH ooo Mo May 7/7882 


22c. PHYSICIAN'S 22d. ADDRESS 


Salisbury, Maryland _ 
2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) {State) 
Parsons Cemetery Salisbury, Maryland 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
Y_& COMPANY SALISBURY MARYLAND [oar MAY 9 _’61 Ouattan £. Foaua 


HOLLOWA 


LF 


45 XVo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6212 CERTIFICATE OF DEATH save 0198 


1 
‘ 
= 


woes 
‘3 23 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmitsion) f 
mm bs °. 2. b. COUNTY 
oy ae NI 6 se mary4and WORCESTER 
3 3 b. CITY OR TOWN (if autside corporote limits, write c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL and give neares! fawn) 
B RURAL ond give nearest town) i) a 3 
* £2 Satis @u 1 Week ocomoKE CiTY A DEAD 
= ‘ie d, NAME OF HOSPITAL (If nat infhaspital, give stree! address) d. STREET ADDRESS e. 1S RESIDENCE 
* OF 2 OR INSTITUTION <i ON A FARM? 
» oe HeseitaL 605 SECOND ST. vs C) NOB 
6 3. NAME First Middle Lost 4, DATE Month Dey Year 
= DECEASED | , OF 
3 (Type or print) ST ANLE' ae Lamapen DEATH psa ae 6] 
2 6. COLOR OR RACE | 7. /ARRIED f NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE {In year UNDER 1 YEAR| IF UNDER 24 HRS. 
~_ Mi 
3 MA LE r wiboweD () bivorceD [7] SEPT ‘ Ib I 8g ath in 
& 10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
e during most af working life, even if retired) 
e SALESMAN INSURANCE Mma ayh nnd U.S.A 
8 13, FATHER'S NAME 14, MOTHER'S MAIDEIY NAME 
3 
: @ RoBERT THmES hamBDEN ELLA XOHNSOW 
2 15. § DECEASED EVER IN U. 5. ARMED FORCES? |16. s INFORMANT Addi 
e Wee sain fitoeheaere eeematellie sk eee 60S SECOND ST; 
es | W.we 13-13-4973 | MRS ZELLA NAMBDEN, Pp, LYM, 
8 . CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] = 2 INTERVAL pet Ween 
a PART |. DEATH WAS CAUSED BY: 1 < 
§ |, IMMEDIATE Cause o_ Sagres haus Seba acl nbd Co Lisi 
= Sy. Be DUE TO Borner OXkK 
Conditions, if ony, which im 


ADDRESS (Street, city or town, stote} DATE SIGNED 


R ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hy 


“ween 


* 


TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physician ond completely filled in by the funerol director, 


REINS oil Bur R. ELLIS 


the registror prior to buriol, cremation, or removol, and in any event within 72 hours ofter death. 


gave rise 10 immediate 
couse (0), stating the under ( DUE TO 
4 lying cause lost (ch 
2 rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTOPSY 
a 9 
€ < ves) NOT 
2 = [200. ACCIDENT WAS UNDERLYING (]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 1B.) 
Es & [OR CONTRIBUTING LI CAUSE OF DEATH 
3 | |(IF EITHER, NOTIFY MEDICAL EXAMINER} 
3 & [20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
2 3B Hour o. m. While ‘Natiwhile: factory, street, office bldg., etc.) ! 
= = 9 t work [7] of work ! 
3 = p.m. jot wor! 01 
= 21. | certify that | attended the deceased fram 1D. Sar 4 ; 9Cl_, fobs eas 3. mAD., 19XS/that | last saw the deceased 
2 b s ‘ 
‘2 alive on__7 2-5 Pee i we) _, and that death occurred at¥ aaa, fram the causes ond on the date stated abave. 
= / 
ee) 
a 
3 
© 
© 
° 
a 
>» 
3 
= 


poge 3 should be detoched for use os the buriol-tronsit permit. 


& To. eal fe 22b. DATE THEREOF 2c, NAME OF CEMETERY Cy 
REMOVAL ify) —_— 
- URI -27-G/ | BETHANY MerHoDdis7 
- DIRECTOR'S, SIGIATURE ADDRESS. 2do. REC'D BY REGISTRAR 


¥ 29 °6) 


s 
TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 


— 


Conditions, if x which om es) 1a letee. wep le SCrririg es 


gove rise to immediote 


couse (a), stating the under. ¢ DUE TO d | 
ivingcoweion eh Drakda mulh tus 


a, G 9 1 2 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
2 u 7 " CERTIFICATE OF DEATH *4G! 
ot f 
D 3 = ie are ately 2 ee NT (Where deceased lived. If institution: Residence before admission) 
care °. q °. b. COUNTY ° 
2 £3 ’ MARYLAND 
/ G33 Dien) Lo 
= Boe b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 33 ae ‘ond give neagest town) K. s 
mol za 
— R+ 1 Salis) Oe LER Or. Ky} ) thse becay 
2 22 d. NAME OF HOSPITAL (If nat in hagpital, give street address) d. STREET ADDRESS 2. & RESIDENCE 
oo ‘OR INSTITUTION ‘ON A FARM? 
= ni l ie 
= 3 5 3. ae First Middle Lost : 4 ~~ Month Day Yeor 
x -. ; 
& 23 {Tyee or prin ELMER __muaRR CE Wis | PAM MAY 12 19 bf 
£ >oo 5. SEX 6, COLOR OR RACE | 7. MaRriED Pt NEVER MARRIED [] | 8. DATE OF BIRTH 9. RCE tab IF UNDER LEAR IEUNDER 24 HES. 
ae Ve jonths ay jours. in. 
2 Rone MALE Caw wibowep [] Divorcep [) 3 10, PLL, TP im ou ” i i 
a0 
3 —§ 10a, YSUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF JAT COUNTRY? 
paas 3 Juring mast of working life. even if setired) ) J Ly, 0) } A 
is ab /f Ys f Ly Cop WAL: 
ig I en oe TD 7, rz! HILACA Adit a CLAS: 2 ! A i 
eS 2 as 13. FATHER'S NAME 14, MOTHER'S MAIDEN iy 
oes f Z ey to Z & 
g et hligul J bis LSdAAA el dre 
Bo ES 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 127 INFORMANT Address 
5 6 & € (Yes. no. oF unknown), | It yes, give wor or dates of tervice} . ? , 
Og Be te di a? J fA, &. 
-¢ £82 baie 
8 8 = 1B, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond {c}-] AT CEN DURE Te oh 
pt ote PART I. DEATH WAS CAUSED BY: t a 4 > ha 
2 Ss IMMEDIATE CAUSE (0) Lfa- 
3 a5 a! ‘ DUE TO 
2 § 
* 
i 
3 
vv 
= 
3 
= 
° 
= 
= 


Aa é Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
iS a i i 
P) Deo-be Ln RO ynts Qetalgidl BSeny p02 EE we) 

c © J 0a. ACCIDENT WAS UNDERLYING (]__| 208. DESCRIBE HOW INJURY OCCURED. (Enter noture’F injury in Part | ar Port II of iter 18.) 

& | OR CONTRIBUTING 1 CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oi 
& [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (Stote) 
Fal Hour a. m. While haa foctory, street, office bldg., etc.) | 
= p.m, 19 Jot work [7] ot work 


After this certificate has been signed by the attendi 


page 3 shauld be detached far use as the burial-transit permit. 


71.1 certify that (I) (thie-hospitil) attended the deceased from P24, 172. 196f to LA AY 12_,19G/, that (I) pwotelast 


saw the di ed alive on MAY 1 ©. 19.4, and that death accurred a! Si 
Ne. : 720 SIGNED 
OL/ no lA e Sooro WO petty 12, /96/ 


R ATTENDING PHYSICIAN 
ed by the haspital ar attending physician. 


22c. PHYSICIAN'S ‘22d. ADDRESS 


re 6 bers Te ADK waa IT Chev) a) PRY ioe 


the State Baard af Health prior ta burial, crematian, or remaval 


Fe 3 23a, AURIAL, CREMATION, | 23b. DATE THEREOF 23c, NBME OF CEMETERY OR CREMATORY OCATIONY (City, town, or county} oe 
oa (9 MOVAL (pecii = 7 V7, Spe 7 
of bjL4 A L 
e 24. FUNERAL DIRECTOR'S SIGNATUR ADDRESS 250. REC'D BY REGISTRAR ISTRAR'S SIGNATURE 

f y 
VR AIS (4) yy MAY 
Saisie ET, DAT 17 ‘61 


a 


6243 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 6200 


= 
>" 


& G2 = Seed a = 
q 83 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoosed lived, If insitution, Residence before ed 
we 2s p maCOURNY = a. STATE b. COUNTY 
gong Wicomico MARYLAND _ Maryland Dorchester | 
ee b. CITY OR TOWN (if ou orporete limits, "|e. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporete limits, write RURAL and giva near e 
~ Rs write RURAL and give neares! town) ns 
Se “§ Salisb 42 days | Cambridge, Maryland ) 
= 3 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stroet eddress) j ~ d, STREET ADDRESS .. le. ee 
ON A FAI 
s ___DEER'S HEAD STATE HOSPITAL | Rt. 2, Stone Boundary Road ves [] No [] 
» Ba haloes First Middle Last 4, DATE Month Day Yeer . 
5 : | OF 
WToekior ari) Julia Ann McKinley | Dears May 29 19 61 
ane ~ |6. COLOR OR RACE) 7. aRRIED [Never Marnie [Xj | 8: DATE OF BIRTH \9. Ae iF peer EAR [. Labia 
| Months ays Tey Min, 
Female Negro | wioowe[] _ ovorceo [| 1883 alt) esa | r, 


es _ NORE 
13, FATHER’S NAME 


10a, USUAL OCCUPATION (Give kind of work | toe. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 


| -- Unknown USA 


ju. MOTHER'S MAIDEN NAME 


{¥os, no, or unkown) 


No. 


Then please remove carbon papers. Pages 


(a), stating the underlying 


ce rt. 


) 18. CAUSE OF DEATH [Enter only one couse por line for (e), (bj, end (c).] 


H i F ONSET 
ANTI DEATH MeDlAtE cause o)__ APteriosclerotic Cardiovascular pisiaiseiDrensennht an 3 ecce 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
Uityesgivewerordetes ofservice) 


Deer's Head Hospital Records, Salisbury, Md. 


INTERVAL BETWEEN 
DEATH 


my 
AY of DUE TO q | 
( fone it o ete » Arteriosclerosis, general and cerebral | Vars , 
gave rise to Immediete cause DUES) | 


{e) 


19, WAS ‘AUTOPSY 


z RT Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 7O THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)] 
9g ee. PERFORMED? 
= 
5 (1) Ives; (2) Decubitus ulcers, severe ves [] No [] 
& [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Peri I or Pert Il of item 18.) 
‘ & | OR CONTRIBUTING (] CAUSE OF DEATH 
G | Ur ETHER, NOTIFY MEDICAL EXAMINER) 
an Ss _ —— a? et sa 
oF 20. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
a Hour tenn: While Not While | fectory, streat, office bldg., ete.) | 
z Tin 19 Jat work [_] et work [_] ! 


saw the deceased alive on 
220. SIGNATURE t 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execute: 


1@ 4 may be retained by the hospital or attending physician. 


=, 


'22c, PHYSICIAN'S 


ad 


21. | certify that (1) (this hospital) attended the deceased {ro 


EO Juerman, M. D. 


April.17.,, mS 61. 10....May...29.,....., 1961, that (I) (we) last 
May...29.5...... A961, » and that au occured 03 Of m the causes and (on the date stated above. 
a 1 2b, DATE 

| ATTENDING 


/ ED 
! mo. | PHYS. = [] DIRECTOR 0 Pas, 5/31/61" 
"| 22d. ADDRESS ig 


Deer's Head State Hospital, Salisbury, Md. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours a 


director, page 3 should be detached for use as the burial-transit permit. 


a BURI Be BORIAL CREMATION) 
REMOV. VAL Ba 


24 FUNERAL DIRECTOR'S SIGNATURE 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


TO HOS! 
death. 


23b. DATE THEREOF 


b}i 


kr 


Ry. 23d. LOCATION (City, town or county) (Stete) 
Ped otc ry i ee Wr. 


ury- REC! ID BY REGISTRAR | 25b, ae IGNATURE 
JUN 5 ‘61! Cnihun £ 


o/ 


&% 


letely filled in by the funeral director, 


after death. Page 4 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ft 


(c} 


6 


ae 
Gs 
=> 


TO HOSP! 


dl 


ined by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and camp! 


may be 


a 


2 
= 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH % 7 
— Ub205 


2. Lette ‘ac ICE (Where deceosed lived. If institution: Residence befare admission) 


i “Maryland * $Tcomico 


ath 


1. PLACE OF DEATH 


o, COUNTY y 
Wicomico 
b. CITY OR TOWN (If outside carporate limits, write LENGTH OF STAY IN Ib 


MARYLAND 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest fawn) 


RURAL and give nares! fawn) . 
2 Salisbury 2 Wks. / 2.Salisbury 
= a d. eS ie {IF nat in hospital, give street address) esi anet, ADDRESS: e. Onee RARNG 
a Peninsula General Hospital * 110 W. Locust St., ves F] NoK) 
2 
oo 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
- EC 
; (Type oF print) WILLIAM ARNOLD MILES Beata 5 22 1961 
D> 
i) 
2 


3. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |®. DATE OF BIRTH 
Male White WIDOWED Py pivorceo] | Nov. 30,1879 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
et birthday) [Months] Days | Hours] Mi 
yts. 


ft, within 72 : after death. 


artes Reade ie tol fe 5 11, BIRTHPLACE (State ar fareign country) 112. CITIZEN OF WHAT COUNTRY? 
Retired Biéctrican | Repair Man Virginia USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Alfred SMiles Elizabeth Byrd 
1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yas, no. oF te | {IF yes, give wor or dates of service) 


Mrs. Harry R. Hearn, Same 

1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-} fe 
ie oie Selice Acid Qicasn - 
Yy re) DUE TO 

Canditians, if any, which 

gave rise to immediate y 


couse (a), stating the under. ( OVE ro 
lying cause last. © 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


e burial-transit permit. 


A Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
= 
iS Yes BJ] NO] 
& | 20a. ACCIDENT WAS UNDERLYING []___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il af item 18.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

~]2 a 
& [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, ee (City oF town) (County) (State) 
a bur “orn: While nai ghile factary, street, office bldg. etc.) 
s lat work [[] at wark 


26.DATE 
MED. ‘STAFF 

director C) PHYS. 5~23-196L 
22c. PHYSICIAN'S 22d. ADDRESS. 


NAME (TyP®) De, Andrew C. Mitchell Salisb Maryland 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


‘Surial” | 5-25-61 icomico Memorial Park Salisb 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 250. REC'D BY REGISTRAR 


Hill & Johnson Co. Salisbury, Maryland DA 


— 


ATTENDING 
PHYS. 


(State) 


5S 
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4E: 
Uo 
2 
° 
1 
E 
oO 
€ 
$ 
5 
c 
3 
3 
3 
é 
§ 
2 
: 
2 
2. 
5 
2 
£ 
=z 
5 
2 
g 
4 
2 
2 
: 
as 


6 
g 
a 
& 
u 
3 
2 
oS 
33 
o 
3 
© 
2 
= 
3 
8 
& 
” 
© 
a 
3° 
a. 


Maryland 


25b. REGISTRAR'S SIGNATURE 


ont: Bebaar/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6215 CERTIFICATE OF DEATH 


1, PLACE OF DEATH ‘ \ a aay RESIDENCE {Where deceased lived. If institution: Residence befare odmissian), 
|. STATE 


oO. Ore D MARYLAND a. " b Oey 4 ‘ 
b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TO! {If autside corporate limits, write RURAL and give nearest tawn) 


come 


Reg. Dist. Nb! (5 


8 RURAL and give nearest tawn} e - 

= a, 

x Sorveo ue ©e om 0 2. a i SA 
3 a. NAME OF HOSPITAL {If not ig\paspital, give stree? address} d. STREET ADDRESS . 1S RESIDENCE 
° OR INSTITUTION f x ON A FARM? 
nN ~ Q 

py eV “a AN FP AFTLNEZ I - tro 37 \ CO.B yes (] No(] 
2 

5 3. NAME OF First Middle rt 4, DATE ¥ 

8 eee ‘ j irs i 3 tos A Manth Day ‘eat 

5 (Type ar print) aN R DEATH 5 - bl 
8 

2 


5. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE {In year 
\ MARRIED [=}-NEVER MARRIED (] oF = Ry bday) 
WAVe) g Vesa my are didlioe of psp, 2 a [s &¢ Bh 7S. 


JA Wa. USUAL OCCUPATION {Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ‘ar foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
~, during mast of warking life, tai: 
LaborRe FAR 1A ULS4 - 


13. FATHER'S NAME, 


Sy Qf My oro RE 


14. MOTHER'S MAIDEN NAME 


Cavolrale, e 


Nes WAS. ena EVER IN U. S.“ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 4 Address. y 
(e2, 90, oF unknown) (IF yes, give war or dates of tervice) — 
jes Ol Jennie ANOReE —~ MEnNOKi NW, MC 


INTERVAL BETWEEN 
fe] AND DEATH, 


Then pleose remave carban papers. 


18, CAUSE OF DEATH [Enter anly ane cause per line far (0), (b), and (c)-] q i ¥ 
PART |. DEATH WAS CAUSED BY: : : te atftak 
IMMEDIATE CAUSE (a) EE OF heed 
Ly Ss r QUE TO Vz 
Gondificas, if any, hich 


b) | 
gave cise to immediote { 
cause (a), stating the under- ( CUETO 


ires that the deoth certificote be executed within 24 oo: death. Page 4 


lying cause last. 


z 
z. {c) 
z ra bp jr Il. OTHER SIGNIFICONT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THEJERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
a 5 yae tute 4 voc pret 
ri 3 yh / ov Mp9 yes] Noe 
& & [20c. ACCIDENT WAS UNDERLYINi 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
G | (UF EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED —[20e. PLACE OF INJURY (Hame, farm, | 20F. {City or tawn) (Cavnty) {State) 
rat Haur a. m. While Notiwhile factary, street, affice bldg., etc.} i 
= p.m. 19 Jat wark [] at wark [J 


I, cremation, ar removal, and in any event within 72 hours after death. 


Lo l.\9... 


: After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


page 3 shauld be detoched far use as the burial-transit permit. 


21. | certify yy | attended the deceased from 


i 
ta. )—__, 19Lelthat | last saw the deceased 
GL M, 


R ATTENDING PHYSICIAN 
fet¥med by the haspital or ottending physician. 


esa alive an_. _ and that death accurred at $4.4 m the causes and an the date stated abave. 
OBo ADDRESS (Street, city n, state) DATE SIGNED 
Gd ACTUAL % 
wo / SIGNATURE. MO. 7 Can 
= 5 7 

7 PHYSICIAN'S 

i NAME (Type) 

‘D 

J 

° 

= 


< 

= f\ 

& 3% 

aso ‘72a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar county} (State) 
Q>5 REMOVAL (Specify) / 

epeG2 \) [Baws |S- 6-6 
o*o NN r f 

Be oF 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


< 
a 


oatdAY 9 764 Onitnn £. Prasae 


eu 9758) ALG te LAA —hey Lite; zi UG: 
7 


sss 


fter death. Page 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and completely filled in by the funerol directar, 
Pages 1 ond 2 should 


Then pleose remave carbon papers. 


the registrar priar to buriol, cremation, 5 and in any event within 72 hours ofter death. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
RO CERTIFICATE OF DEATH 


1, PLACE OF DEATH | 
o COUNTY 


> 
Reg. Dist. Nol) f} 2!) “ 
2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before admission) 


2 TATE De Jy 9 Re-% COUNTY TUSSO ihe 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


OM o MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write [: LENGTH OF STAY IN Ib 


RURAL ond give neorest town) Q : ie) 
5A hu BR 2 Days Blades “4-6 *-3 
d. QR INSTITUTION (If pSt in hosy pital, give street oddress) d. STREET ADDRESS: e pean 

en NEY la bevexa/ 16 West Third Street Yes] NO 

3. NAME OF First Middle Last 4. DATE lonth Doy Year 
DECEASED Ch qV . 
[per IVA FRANCES O'Meal) DEATH She jaa OY 
S. SEX 6. COLOR OR RACE NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years TF UNDER 1 YEAR] IF UNDER 24 HRS. 


Min. 


7. MARRIED 
Maes. = oworceo] |AUgust 24,1893 | “EI7" 


Fe mblej white 


10, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


wrBUsews ter” "| Own Home Delaware USA 
13, FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
1) Elijah Bradley Euphimia Phillips 
4 awe pt ecg ta IN hgh folded ae rere 16. SOCIAL SECURITY NO. G INFORMANT A ree E J F ourt h St 
NS | SSrRRRE T -01-920% fro. Arnette F, Baker Blades, Delaware 


18. CAUSE OF DEATH [Enter only one cou; 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


6 Q "a ~ DUE TO 


Condilisnssit ony Which é 
gove tise to immediote 
couse (0), stoting the under- 
lying couse lost. 


(0), (6), ond (ch) INTERVAL 8ETWEEN 
ONSET/AND DEATH, 


DUE TO 


5 ff Il. OTHER SIGNIGCANT Quon 95 CONTRIBUFING JO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
= C - ; 
& ax! a. fon’ WN yes] NOT 
= |200. ACCIDENT WAS UNDERLYING C]_ [20b. RESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tl of item 18.) 
& ]OR CONTRIBUTING C] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
3 Hour weaes ane bs foctory, street, office bldg., etc.) | 
= Pm. 19 lot work [J ot work [] Aa 
if /*; Ph G 
21. | certity }bg if attended the deceased fram_____7/: ¢- 19.22, tr fA vars eee . 1224 that | last saw the deceased 
alive on_f f ae and that death accurred Te ike , ffm the causes and an the date stated abave. 
Hf ADDRESS (Street, town, stote) ATE SIGNED 


ACTUAL 
SIGNATURE 


PHYSICIAN'S 
NAME (Type) 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF EB NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 


awirier” May4,1961 Blades Cemetery Blades, Delaware 


f23. FUNERAL DIRECTOR'S SIGNATURE ADDRES: 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Mm .Watrxon Seaford, peeve e pare MAY 361 Unter £ Fans 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6217 CERTIFICATE OF DEATH tides 


= ce = 
> 3 3 ii 7 EAC EOR EATS 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before mission 
2 oO. 2 s °. b, COUNTY. 2 . 
© 3 2 Wicomico ALOT) Maryland Wicomico 
= Bs b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
g s RURAL ond give neores! town) 
3 53 Pittsville 25 Yrs, A __Pittsville 
2 22 ‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) ‘d. STREET ADDRESS @. IS RESIDENCE 
oO in: i OR INSTITUTION ON A FARM? 
>: i ves [] NOX) 
z 
Be 6 . NAME OF Fint Middle Lost 4. DATE Month Doy Yeor 
23 (Type or print) JAMES FRANKLA/V PARKER DEATH 5 18 19 61 
e S. SEX 6. COLOR OR RACE |7. MARRIED BX] NEVER MARRIED [] | 8. DATE OF BIRTH paaeult es Feunnte TYEAR] IF UNDER 24 HRS. 
: ionths | Doys Min. 
Male White wipoweo [] ovorceoQ] | April 24,1890 a yrs. ¥ S 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jonathan Parker Annie Bailey 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [; INFORMANT Address 


(Yes, 90, oF unknown) UE yes, give wor or dotes of service) 
Mrs, Nellie F. Parker, Same. 
4 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (-) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! 


DUE TO 


INTERVAL BETWEEN 
ONSET ANI 


Then please remove corban popers. 
, ond in ony event, within 72 hours ofter death. 


Conditions, if ony, which . 
gove rise to immediote 
couse (0), stoting the under- ( OVE TO U 
lying couse lost. te) 

Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} |19. He le 


yes) No TY 


The low requires thot the deoth certificate be executed within 24 h 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH —_— 


{IF EITHER, NOTIFY -XAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour a.m While——Not while 
p.m, fo work [_] of work 


‘20e. PLACE OF INJURY [Home, farm, | 20f. (City or town) (County) {Stote) 
foctory, street, office bldg., etc.) $0 


MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN. 


21.1 certify that (i) (this haspital) attended the deceased Homes PUSS , 19.___. that (1) (we) last 
saw the deceased alive ons Wf, and thot death occurred of 2M, Ng the causes and an the date stated abave. 
a ae, 7 STONED 


ATTENDING 
| PHYS. 


bikector is oO 5-19-1961 


‘22c. PHYSICIAN'S ‘22d. ADDRESS 


NAME (Type) t, 
Dr, Frank R. Lewis 


Fe@ined by the hospitol or ottending physicion. 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion ond completely 


6 


poge 3 shauld be detoched for use os the burial-tronsit permit. 
the Stote Board af Health prior to burial, cremotion, or remavo! 


& 3 230. Nay, rieceaae: 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
MOVAL (Speci a 4 » 

ai Burial” | 5-21-1961 Pittsville ,Cemetery Pittsville, Maryl 

ie 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2S0. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 

VRAIS (4) y Hill & Johnson Co. Salisbury, Maryland DATHIAY 2 2 '61 Ontur £ ama 


Viewnan # %3 aleon) 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6218 MEDICAL EXAMINER'S CERTIFICATE OF DEATH H6Au5 


1 
FOR STATE 


Months | Deys 


[Hours | Min. 
wipoweD [_]} Divorced [_] 


oh AES 


July 11, 1941. 


WEALTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceesed lived, If Institution: Rasidence before admission) 

S > a. COUNTY a. STATE b. COUNTY 

§ Wicomico MARYLAND | Maryland Wicomico 

8 b. CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outsida corporate limits, write RURAL and give nearest town) 

z write RURAL and giva nearest town) 

= js 5 gg bury ~ _ Pittsville _ anh 2 

= ae HOSPITAL OR INSTITUTION {if not in hespitel, give street eddress) _ “d. STREET ADDRESS. )» IS RESIDENCE 

= ‘3 ON A FARM? 
> si eninsula General Hospital ) Box 61 eit, a __| vs TNO RT 

= a 3. NAME OF Middle Lest 4. DATE Month Day Year 

S220 fymenr) | Dearn 

Z bere ee Richard Thomas Parsons sat | ie ye 

= = 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE {I IF UNDER 1 YEA! iF UNDER 24 HRS. 

3 a 7. MARRIED [_] NEVER MARRIEDX” ] treed ‘anhies) Za 

uv 

& 

= 

5 

‘c 

ms 

oo 

= 

t 

Nn 

= 


th form PM3. Page 5 may be retained for your fi 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of, 


10a. USUAL OCCUPATION, (Gi 1Db. KIND OF BUSINESS OR INDUSTRY | 11. ty as (Siete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
te done during most of working li 
s armer _| Farming aryland i US £ 
=, 13. FATHER'S NAME . MOTHER’ S MAIDEN NAME 
: 
= |__Leste . cC. —e ___ Della ‘Tey iTt—_ — 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yos, ae {lyesgiveweror deltas ofservice), Father $ Mr #5 Lester Pars ons 
P18. airs OF DEATH [Enter only ona cause per line for (e), (b), end (e).] Pittsville; Md. INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE o)_ _Tpaumatic pneumothoraxe- left. —__|Minutes_— 
oo Ie S< DUE TO 
/ 
Sue gah ll Can Sit Puncture wound of chest. ae 
gave rise to immec 
(a), stating the ui DUETO 
causa lest, {e) 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE “TERMINAL DISEASE ¢ CONDITION GIVEN IN PART 1 Vo)t 19. WAS AUTOPSY 
PERFORMED? 


yes [] No K 
2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Pert! or Port ll of item 18.) i 


e 

Driver of car involved in two. car ¢ i 

7 ~ Month, Dey, Year 20d. INJURY OCCURRED . PLACE OF INJURY (Home, farm, ; 2 . (City or town) {County) 
fh While —_ Not While factory, street, office bidg., etc.) ! 

6: 30 cA. moe Le! work Lat work 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection [3% Inquiry [3 and in my opinion 


jatural causes Lak Accident Xi Suicide J} Homicide Undetermined manner oO 


CHIEF MEDICAL EXAMINER Oo 


20a. EXTERNAL CAUSE WAS 
PRIMARY4 or CONTRIBUTING [] 
CAUSE OF DEATH. 


MEDICAL CERTIFICATION 


death resulted from: 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


or its designated agent, prior to, burial, cremation, or removal, end in eny event 


4 should be forwarded to the Chief Medical Examiner’s Office along 


IO DEPuUZY MEDICAL EXAMINER: This certificate should be executed wi 


ACTUAL ( 
‘ Seas, 2 SS ie ~~ map, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
ere og ake mbes: DEPUTY MEDICAL EXAMINER [XP Sel -61 
|_| NAME (Type) 4.07 en AVG. penises! city, town, of county) ata 
Ze, BURIAL, CREMATION DATE Gama 22. N oeadishu ‘OR Bhi T 22d. LOCATION (City, town, or country) Bieie) 
: REMOVAL (Specify) 
_5-5-61 | Perdue Cemetery _ Powe Ma. 
23, FUNERAL DIRECTOR ‘ADDRESS 2de. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME MAY 9 ’61 Clalien 2 KGama 
SH 3160, —_Holloway—and_Co,__ Salisbury, Mds | oat Joes * 


— a> |. 


} MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


= 


Lost 
een KRAMY er ye ee 


» 
ate 019 CERTIFICATE OF DEATH ie e gua 
& NS ria M ve TRACE OF. DEATH 2 Lee aS (Where deceased lived. If institutian: Residence befare admission) , 
2 - 2 b, COUNTY 
a } 
et ae PMc © marnano || “DELAWARE Soisey * 
£ o 4 b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tt 
g a , RURAL and give nearest tawn) 
3 52 p LR 3 DELAA R 
= 2 ‘d. NAME OF HOSPITAL (If nop in hospital, give street address) d. STREET ADDRESS 7} @. IS RESIDENCE 
» 4 2a Qey Ip. oe msimutio “A£ 6X —f oncrane 
OQ Renin , NERAL Hosectal PZl/O. ves ROD 
2 
5 3. NAME OF C Middle Manth Day Yeor 
ry 
o 
o 
2 


19 bf 
9. AGE {In years [IF PNDER | YEAR| IF UNDER 24 HRS. 


~ 
4 


last birthday) [Months] Days | Haurs| Min. 


lm 5. SEX 6. COLOR OR re 7. MARRIED BANEVER MARRIED B. DATE OF BIRTH 


5 
= 
g 
s 
¢ 
2 
o 
= 
= 
) 
° c 
Bos 
ae 
c = 
= > 
Sy us ; 
3 Bs 1 MN AL lon (TE [woowo tO) — oworceoO | AS 7 7O/ yes. 
seg a ie 10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
a = luring mast afwarking life, even if retires 
Sues CAR PEV FER | WeoD MARYLAND UY 84. 
g£ 25 13. FATHER'S NAME 14. MOTHER'S ‘ne EN NAME 
oy EZOR = 
Sireree ORGE tat ta Mf EF VILL EW 
= 303 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address = 
> age (Yes. ng. or unknown) (IF yes, give wor or dotes of service) V4. > $ ay tes 3 = DEL 
i Str = ae) Pusey per was 
oe A 
e £8 = 
28s 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (c). INTERVAL BETWEEN 
8 52st . 
po Sees PART 1, DEATH WAS CAUSED BY: 3 yes d/ Pe IN 
pas IMMEDIATE CAUSE (o| 
= ee 3 Lh20 of DUE TO 
= 5 
= 32> Canditians, if any, which (by 
s ges gave rise ta immediate 
3 6 ge cause (a), stating the under | DUE TO 
Fe%av lying cause last. (c). 
255 EAR: dying cause lost. 
228 ae e Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
22 S5 = 
fuvse2z < 
eage5 S ves Sf 
a = uv 
Fo vss = | 200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part UI of item 1B.) 
Zeige 0 5 |gSMMeNT see caer 
<se B 
g oE8s & ]20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F. (City ar tawn) (Caunty) (State) 
S5fes 5 ae” bestn While Not wile factory, street, affice bldg. \ 
ZsEE g p.m. 19 Jat wark [7] at war! Gen 
Oz iss Cf i 
Z2e85= 21. | certify) thot | attended the deceosed from.Z = v.GZ, wLauy LF, Wl thot | lost sow the deceosed 
oL2a28 Li *) 
Zeges olive on_ we _, ond hacen occurred aff = rom the couses ond on the dote stoted above. 
ETO@, = > ADDRESS (Street, r town, state} DATE SIGNED 
400 oe actu B : yy V4 
¢: £8 SIGNATUR' MD. (G4. / 
eEova 
S435 PHYSICIAN'S 
as < Pe | NAME (Type} 
i CS —————————— ee ——————eeee—e—eeEeEeEeE—E—e—eEEeEaeE=S—E—EeE ee 
BBE OD 720. BURIAL, CREMATION, | 220. DATE THEREOF Rs, NAME OF os ETERY ORGREMATORY™ 22d, LOCATION (City, tawn, ar caunty) (State) 
Dasara REMOVAL [Specify o 
Zd2 Ps O pec) z /-G y 
ofo et PDAL PEA or % Kher wr? ' 
eS oe 


s< 
ga 

= 
2a 
a2 
oe 


} "4 'UNERAL DIRE ‘hha, a Scams iS. 24a, REC'D BY REGISTRAR ‘24k REGISTRAR'S SIGNATURE 
MAY 2 2 ’61 oe. 
VS Ya Lo, DATE On then £ Paws 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6220 CERTIFICATE OF DEATH G6 207 


ema 


~ ce/ 
& 3 3 fi Teer OR Dee ts 2. USUAL RESIDENCE (Where deceased lived. If insitution: Reridence before edmission) 
5 8 e. COU! " ; b. COUNTY 
& 58 Wicomico MARYLAND ary land Caroline 
= ete, b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
3 a RURAL and give nearest town) # Z 
= eae Salisbur ince 4/24/61 Denton OSX - 
= 20 d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
e ‘OR INSTITUTION ON A FARM? 
& S Pine Bluff State Hospital Hobbs Road ves NoO} 
5 
3 
a 
oo 
2 


3. pat a First Middle Lost 4 Month Day Year 
(pepe) Stanley - Reed ee May 17 1961 
S. SEX 6. COLOR OR RACE |7. MARRIED [|] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
& birthdoy) [Months] Doys | Hours Min. 
Male White |wrown  ovorceo) | 7/25/1891 yes, 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
during most of working life, even if retired) 
Farmer Farming Caroline Co., Md. 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
Clem Reed Catherine Bucknaster 
17, INFORMANT Address 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
1Y¥es, no, or unknown) UIE yes, give wor or dates of service) 
| Records of Pine Bluff State Hospital 
INTERVAL BETWEEN 


No 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c)-] ae aa 


12. CITIZEN OF WHAT COUNTRY? 


USA 


Then please remave carban papers. 


, and in any event, within 72 acy 


PART |. DEATH WAS CAUSED BY: i 
ART DEATIMIEDIATE CAUSE (] Pulmonary Tuberculosis l_year 
} h DUE TO 
Conditions, if ony, which 


gave rise lo immediate 
couse (0), sloting the under. (| DUE TO 


lying cause lost. ) 


transit permit. 


the State Board af Health priar ta burial, crematian, ar removal 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 
RECTOR: After this certificate has been signed by the attending physician and campletely filled in by‘the funeral 


e 

& 

< a Pant ll OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
rs Q ae SS 

2 om | % yes] No 
i © [200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 

& & | OR CONTRIBUTING LJ CAUSE OF DEATH 

= & |MiF EITHER, NOTIFY MEDICAL EXAMINER) 

2 2 

i) & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) (Stote) 
= a Hour a.m. While Not while foctory, street, office bldg., etc. a 

5 = p.m. 19 at work [] at work 

= 21. | certify that (I) (this haspital) attended the deceased from. April 24 . 11 , to_May.17.____ 19.61. thot (1) (we) last 
is saw the deceased alive an May 17 __ 19.61, and that death accurred at9_PM, fram the causes and an the date stated abave. 
<= 220. SIGNATURE 72b, DATE 
ry ATTENDING MED. STAFF } ED 
7 .| PHYS. C__pirectorX) Pus. 0 5/18 i 


2c. PHYSICIAN'S 
NAME (Type) 


22d. ADDRESS 


* 


E. P. Ritchings 
CBURIAL, Seg | ib, DATE THEREOF 


F CEMETERY OR CREMATORY 


250. REC'D BY REGISTRAR 
| DATE MAY 2 2 '61 


DIRECTOR'S SIGNATYR 2b. REGISTRAR'S SIGNATURE 


Chan & Poa 


iter death. Page 4 


& 


The law requires that the death certificate be executed within 24 ho 


< 
a 


ATTENDING PHYSICIAN 


TO HOSPIT: 


b 
TO FUNERAL DIRECTOR 


by the haspital ar attending physicion. 


may be ret 


After this certificate has been signed by the attending physician and campletely filled in by the funeral 


Pages 1 and 2 shauld bi 


Then please remave carban papers. 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar te buri 
~~ 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6221 Teen 7 CERTIFICATE OF DEATH vez on mg, UOQUE 


1, PLACE OF DEATH 2. USUAL RESIDENCE ;Where dececred lived. If inition: Reidence before yeo 
2. COU b.c 
{ re) MARYLAND 
1Comilo 


b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib > CITY OR TOWN {If gutside corporate limits, write RURAL ond give 0 town) 
RURAL ond give nearest town) 


A Di 

Pt tL. 

d. NAME OF HOSPITAL (If ou hospital, give street address) |. STREET ADDRESS. e. IS RESIDENCE 
COR INSTITUTION 4 ON A FARM? 


Vinsuls NERAL HosPiTAL V2 | sO no] 


3, NAME OF feat e ; 
DECEASED a Middle DA Month Day Yeo 
We Peat) a tCkKE 13 wf 


5. SEX 6. COLOR OR RACE fetta MARRIED [] Cr. MARRIED [2] |8. DATE OF BIRTH 9. AGE me years |IF UNDER | YEAR]IF UNDER 24 HRS 


Iqatpicthday} | Month: H in. 
LO) lo ire |weowe ff — pivorceo i 3s ee ey orl a ia 


: a pat 
0a. USUAL OCCUBATION (Give Kind of work done]10b, KIND OF BUSINESS OR INDUSTRY //1- Rake re br 1s country) 12. CITIZEN OF WHAZCOUN, 
oye ast y ‘warking life, even, if retired) A, A 


13, FATHER'S NAME 


i AME 
$ 2999p 
Ai2-1 [Se 
Az DECEASED EVER IN 0. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
fos, 90, oF unknown) if vas bigeewrer biel ef oh se l y YY) 63 de Orc Jie 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
ow PART |. DEATH WAS CAUSED BY: 
é~ IMMEDIATE CAUSE (o} Ue? 
= ws |, DUETO L 
Di, Ton i ae 
Canditions, if ony, which (bh En te 
gove tise to immediote 
couse (a), stating the under. ( OUE TO 7 y 
lying cause lost. tc) ~ 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART J(0){19. was Kurorst - 
ASC VD ves 1] No TA 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Ill of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Horne, form, } 20f. (City ar town) (County) (Stote) 
Hour o.m. While Nara foctory, street, office bldg., etc.) ! 


p.m. 19 lot work [J ot work [) i 


21. | certify that | attended the deceased fram, injeal ey ee ea? op DE, 196/,that | last saw the deceased 
Ta 


alive an_. 2 L = we me |b foes, and that iP th accurred od 57 _M, fram be Causes and an the date stated abave. 
A DATE SIGNED 


MEDICAL CERTIFICATION 


sith QUlred LS Gusslecd 6. Yenew/ tp 13/64 
NAME ye qbeneD_ W “GRIGOLEIT 


‘2g, RURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, "rex (State) 


MOVAL (Specify) 


ke 19 (5-6 | Grech 


ig L gal 'S SIGNATURE ADDRESS: CREC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a? _ es AWAY 18 ‘51 Critun £ Fae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6222 CERTIFICATE OF DEATH rep. owns, UO209 


VPUACE OFF a 2, USUAL RESIDENCE (Where deceased lived. If insitufion: Rgkidepce before admission} 
oe y b. COUNTY 
7) Cor Ce oe (<4 Leena e€ & 
b. CITY OR TOWN (If outside corporote limits, write | c. pu) STAYIN 1b || ITY,OR TOWN og, side corpoate limits, write RURAL ond give neorest town) 


RURAL and give nearest town) dy > 
Sime | 


PALS pur 
oe OF HOSPITALAf not in hospitol, give street address) dd. STREET del e. 1S RESIDENCE 
INSTITUTION A FARM? 


ise [hk Geweky / Hes ZAal e899 NO 


. NAME OF First Middl a Ye 
DECEASED ay Coa del 


(Type or print) y % el 
ee 6. COLOR OR RACE | 7. MARRIED PR NEVER MARRIED [[] Kos DATE aS 3 Pe iatro 
Fi 4 qs 
fi ttler | Whit© _|woowe pivorceo [] "a, 
o// 2 is 


fter death. Page 4° 
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24 hi 


in 


Pages 1 and 2 shauld be fil 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY {11 


oe cou: ii 12.17 aia 
durindyiaas} of working life, even if retired) 
~q oY wo, oY 
} RS NAME 14, MOTHER’: 4 7 EN en 

(A Zv/e Od/hnSEcn 


15. WAS DECEASED E ER IN U. 5. ARMED FORCES? = SOCIAL SECURITY NO. MANT deka I4 
{Yes, ng\orfuntnown) (IF yes. give war or dotes of seevics) 
d ees zr/o> Save, finsen TB dele, dq. 


18. CAUSE OF DEATH [Enter only one couse f INTERVAL BETWEEN 


PART !. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0). 


DUE TO 


te be executed with’ 


ica 


Then please remave carbon popers. 


Conditions, if ony, which b 
gove rise to immediote 

couse (0), stoting the under- 

I couse lost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTS B / WAS AUTOPSY 
PEREQRMED?. 
UM ° YES No] 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


The law requires that the death certifi 


nn 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) 
p.m. 19 lot work [J] ot work j 


21.1 certi that_| attended the an ‘sae e 1 19S Ls 1 hu oe 12 fthat | last saw the deceased 
Lt VE -., and that debth accurred Tew, ©’ the causes and an the date stated ab; ii 


im EGA (Street. ccily Gr town. tee) 5) ; sl 
teh pat Pp ie a LF KoA. 
FICAnS M 
AME {Typ UitvuS SS. CA edie Bo Je 5 AMIS fae 
720. BURIAL, Pee | 2b. DATP/THEREDE 2 NAME OF Sam ORC ‘ORY 2 Tq. LOCATION,/(City, twa, or aa 
Ben specify) yi Gf Uyney 3 Ce, . Wz k 


{e) 
SER L DJF Waal SIGNATURE DDRESS KH 24a. REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATUR 
> 


SAIS 0 ud Shy. Bi) MAY 12°61 CLUS, 


MEDICAL CERTIFICATION 


alive an_. 


R ATTENDING PHYSICIAN 


Ied by the haspital or ottending physician. 


rs 


TO HOSPIT, 


page 3 shavld be detoched far use os the burial-transit permit. 
the registrar priar ta burial, cremation, or removal, and in any event within 72 hours after death. 


moy be retal 
TO FUNERAL DIRECTOR 


< 
a 


DAT 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6228 MEDICAL EXAMINER'S CERTIFICATE OF DEATH {i (5.j () 


T. 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
pecunig ©. STATE ; b. COUNTY 


__ Wicomico Case GAB) Maryland Wicomi 
b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN Ib ¢, CITY OR TOWN (IF outside corporate limits, write RURAL end pater town} 


write RURAL and give nearest town) 


a 
a 
= 
=I 
inal 


HE 


= 
= 


Tt 


S 
jan) 
~~ 


les. 


alisbury— 


alisbury ha 5 ro 
d. NAME OF HOSPITAL INSTITUTION (if not In hospital, give streat address) d. STREET ADDRESS: @. IS RESIDENCE 


ON A FARM? 


ES NO 
rar ee Riyer ——— “ SES i penton St —— peo 


oer ra Bro Lamont __Satch aoe =" ——- 
im < ~ |6. COLOR OR RACE] 7,  ARRIED LI Never MARRIED Fy] B. DATE ely ~ |9. AGE {In yeSrs bn 8 YEAR | 1F UNDER 24 HRS. 


last birthdey) Bal Deys ae 


winowen[] _pivorcto 17474 ¥ 12° 
Toe. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11> BIRTH! a er foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


ba —_ Nenes 


13, FATHER'S NAME 14, MOTHER’S MAIDEN. Rane 
1s. WA WAS ACESE on TYGk tras 16. SOCIAL SECURITY NO,| 17. INFORMAN' x 
(Yes, no, or unkown) | (tyes give werordetasof service} Sy 
Pe ORS oo _Nene__| Mother/ Mrs, Yi 
8. CAUSE OP DEATH [Enter only ona cau: yer line for (a), (b), end (c).) Mary come hl, L BETWEE 


PART I. DEATH WAS CAUSED BY: ied lb 

IMMEDIATE CAUSE (2), Drowning——— : - -|— “sudden —_ 
% DUE TO 

Conditlons, if any, whieh (b} 

geve risa to Immadiate causa 

{a), stating the undarlying ( OUETO 

cause last, (e) i 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT “RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N (PART Ife), 19. WAS AUTOPSY 
PERFORMED? 


ve) vo 


oa? 


in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


ing’ 
‘xaminer’s Office along with form P, 


|, cremation, or removal, and in any event 
pa 


20a. EXTERWAL CAUSE WAS —__—|20b. ‘DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part I or Pert Il of Item 1B.) 


PRIMARY Mor CONTRIBUTING [1 
CAUSE OF DEATH. 

from PR ilings w hile fis shing.— ———— 
20. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURREI en PLACE OF INJURY {Home, farm, | 20f. (City or town} ~~ (County) (State) 


Hour a.m. Whila Not Whila factory, street, office bldg., ate.) | 
‘at work ‘et work 


MEDICAL CERTIFICATION 


Le 


21. I certify that | took charge of the remains described above, held an Autopsy | Inspection . Inquiry f and in my opinion 
death resulted from: _ Natural causes Accident iba Suicide Bs Homicide if Y Undetermined manner oO 


CHIEF MEDICAL EXAMINER Oo 
ACTUAL ASSISTANT MEDICAL EXA\ DATE SIGNED 
SIGNATURE 2— M.D. sae  gechel D 


EXAMI og Earl Le Royse os M.D * DEPUTY MEDICAL EXAMINER id 


E (Type) A A 
ce SE aaa sae Sor ol ee won w RAHM OL gs, 


REMOVAL (Specify) 
May Pain ? 
10519) ap Te, 24e. REC'D BY REGISTRAR | 24b, “‘REGISTRAR'S SIGNATURE 


ae Z.. Lissa A bales Loch cay 22°81 | Ctr fF 


{3 


please execute the certificate, writing the word “pendi 
4 should be forwarded to the Chief Medical E: 

TO FUNERAL DIRECTOR: Page 3 should be 
or its designated egent, prior to burial, 
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1 MARYLAND STATE DEPARTMENT OF HEALTH 
iy BBY n of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE ___ MEDICAL EXAMINER'S CERTIFICATE OF DEATH (621% 


HEALTH DEPT. 7 PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived, If inslitution: Residence before edmistion) 
oO a, COUNTY a. STATE b. COUNTY 
WICOMICO _ MARYLAND _MARY LAND -WICOMICO 


b. CITY OR TOWN {if outside corporate ‘limits, G 3 OF STAY IN Ib | c. CITY OR TOWN (If outside corporaia limits, writa RURAL and give nearest town) 


write RURAL and give neares! town) 
SALISBURY L Mets YRS. Je scrum Peek” 
yet Bear i STREET ADDRESS | @. 15 RESIDENCE 


Is necessary, 
rector, Pag 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give sire 
ON A FARM? 


209 W. COLLEGE AVE. a 209 Ws COLLEGE AVE. | Yes [] No Bg 


3. NAME OF First Middle | 4. DATE Month Day Year 
DECEASED 


OF 
| 
Mts i obs BERNICE  BUNDICK SHOCKLEY = |_ PAM (Noma dal Vis 
5. SEX |. COLOR OR RACE| 7, MARRIED [X] NEVER MARRIED [-] | 8+ DATE OF BIRTH 9. AGE (In yoars [IF UNDERT YEAR| If UNDER 24 HRS. 
baal ia) re Days | Hours] Min, 
_ FEMALE WHITE. wioowed [_] bivorceo [] DEC. 24, 1894 66’ | 


| 10e. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired} 


HOUSE _WIFE_ |___OWN HOME VIRGINIA ___U.S.A. 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


JOHN BUNDICK Emma SHR iEvES 


15. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO.| i | 17. INFORMANT 


cate should be executed within 24 hours after death. If any os 
pending” in pencil in ftem 18. Give Pages 1, 2, and 3 to the fu 


ee ithin 72 hours after death. 


(Yes, no, or unkown) | (Ifyasg ‘or dates ofsorvica) 


__NO. —— | __NONE _ _| BE. SHOCKLEY _ SAME, 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 


PART J. DEATH WAS CAUSED BY: Q AS ONSET AND DEATH 
IMMEDIATE CAUSE (a)___ Z Lene 


i] DUE TO | 
' 


‘ansit permit. File pages 1 and 2 with the State Board of Health, 


Conditions, if any, which (b) 
gave rie to immediate couse 
{a}, stating the underlying DUETO 


utah td 


PARLI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL, DISEASE CONDITION GIVEN IN PART Tle) 19. WAS ‘AUTOPSY 
PERFORMED? 


ives CY ‘NO xy 


/ 208. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURED. (Enter natura of Injury in Part | or Part Il of liem 1B.) 
PRIMARY [1] or CONTRIBUTING [J 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Year | 2Dd, INJURY OCCURRED | 20, PLACE OF INJURY (Homa, ferm, | 20f. (City or town) (County) (State) 
ice e in. While __Not While factory, street, offica bldg., etc.) | 
19 at work [_] et work [_] 


21. I certify Te I took charge of the remains described above, held an Autopsy im} Inspecti: 
death resulted from: Natural causes . Accident Oo. Suicide la Homicide Oo Undetermined manner Oo 
CHIEF MEDICAL EXAMINER ["] 
ACTUAL 
SIGNATURE 2 a ma.p, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
SS ae DEPUTY MEDICAL EXAMINER JSC? S 737-67 


NAME (Type) nh. Ooh Address (Streat, city, town, or county} 
2 us fe OF 


- BURIAL, CREMATION, 2h. wh HEREOF EMETERY Bk. . 224. ae orcountry) (Stave) 
"BURL Sg 


b- A= 1961 Wie. Mem, Fark Salishur RYLAW © 


23. a AL. ADDRESS 24a. REC'D BY REGISTRAR | 24! LAR 'S FIGNATURE 


| HILL & JOHNSON @O,, SALISBURY, AMEYLAND oardUN 2__'61 Chuttun £, Maas 
GEORGE C. HILL, II 


MEDICAL CERTIFICATION 


'e the certificate, writing the word 
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or its designated agent, prior to burial, cremation, or removal, and in any 


please execul 
TO FUNERAL DIRECTOR: Page 3 should be used as a bi 


TO ae EXAMINER: This ce: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6225 CERTIFICATE OF DEATH cn EL 


1. PLACE OF DEATH 2. ae eee (Where deceased lived. If institutian: Residence befare admission) 
a b, COUNTY, 
Wi eomieo i pte Maryland Wicomico 


b. CITY OR TOWN (IF autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town] 


Salisbury All his life|| Salisbury U 


d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS. 0. IS RESIDENCE 
ON A FARM? 


“ede West Isabella st 608 West Isabella St ves] NOX] 


met 


death. Poge 4 


by the funeral director, 


Pages 1 and 2 should be filed with 


& 


. NAME OF First Middle Lost 4. DATE Day Yeor 
DECEASED | 
(Type ar print) Stanley zE. Shockley DEATH 22 19 61 
S. SEX 6. COLOR OR RACE Ie MARRIED [-] NEVER MARRIED [A] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


u pn eae onorceoe} | June 23, 1918 lost deel 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
during most of exes life, even if retired) 


Carpenter Building Maryland USA 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Hearl Shockley Essie Hayman 


15. WAS DECEASED EVER IN U. S. ARMED aces SOCIAL SECURITY NO. INFORMANT Address 


{Yes, no, of unknown), Mt yes, give war or dates of service) 
[wi #2 7ol0-2452_|Mrs. Essie Mason, Salisbury, Ma 


Yes 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c). J ; y INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 4 4 ONSET AND Bey 
IMMEDIATE CAUSE (a). Ke 


DUE TO 


Then please remove carbon popers. 


Conditions, if any, which 

gove rise to immediote 

cause (a), stating the under. ( DUE TO 

lying couse last. re) 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. pee a 


yes[] not] 


ian. 


The low requires that the death certificate be executed within 24 hor, 


oO 


MEDICAL CERTIFICATION 


200. ACCIDENT Vee ae Oo 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Hame, mm ee (City of town) (County) (State) 
Hour a. m. While Not while factary, street, office bldg., 
p.m. 19 Jat wark [J ot wark 


21. | certify that | attended the eae Be 2 a, ND ha ft Od 1¢-/ that | last saw the deceased 
alive on_. {..., and that death accurred at___. , fram tHe causes and an the date stated abave. 


DATE SIGNED 
ACTUAL 
SIGNATURE 


/ NAME (ype) n_ St., Salisbury, Md 


220. BURIAL, CREMATION, | 22b, DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, ar county) (Stote) 
eetONAL (Specify) 
urig 


, cremation, ar removal, and in any event within 72 hours after death. 


TTENDING PHYSICIAN 


A 


& 


may be retained by the haspital ar ottending physici 


6 Mi alvary a rm and Md 


, 
ot 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


ARON : Thornten B. Jolley, Salisbury, Md DATE MAY 2 9 '61 Onthnn &. Fass 


poge 3 should be detached for use as the burial-transit permit. 


the registrar prior to buri 
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& TO HOSPITA! 


MARYLAND STATE DEPARTMENT OF HEALTH 
ek Be of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


6213 


PLACE OF DEATH 


3. COUNTY Wicomice 


b. CITY OR TOWN (if outside corporate limits, 
write RURAL and give neerest town) 


Salisbury | 


MARYLAND _ 
¢. LENGTH OF STAY IN Ib 


| 2. USUAL RESIDENCE (Whore deceased livad, If Insiitulion: Residence befora admission} 


a. STATE b. COUNTY 


_Maryland_ Worcester 


¢. CITY OR TOWN {If outside corporata limits, writs RURAL end giya nesrast town) 
™, 


Berlin hice . 


« d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give straat eddrass) 


-_ Peninsula General Hospital 


2 <_) 
RESIDENCE . 
ON A FARM? 


ves FY No CT] 


d. STREET ADDRESS 


r3, NAME OF First Middle j 4 Year 


DECEASED 
Derick A pence | ESTE) wi AB 23 tae aly, 


(Typa or print) 
“5. SEX |. COLOR OR RACE|7_ ‘MARRIED [_] NEVER MARRIED [__] sate ? BIRTH if UNDER 24 HRS. 
last birthdey) aa Days | Hours | Min, 


M Cc wioowe [|] _pivorceo []_ 11-2), -58 2] om. 


10a, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR PPB Nh. L1~2y. (State or forsign country) 


dona during most of working lif 
None Maryland 


T13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Robert Spence es ‘. Maggie Bridell 
15. WAS DECEASED EVER IN RMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yas, no, or unkown) | (Ifyesgivawaror datas ofservice)| 


a ae 2 _ me Father: Rebert Spence, Berlin, Md. _ 
18. CAUSE OF DEATH [E: only oni “NTeRO ATI BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0}__ |10 heurs_ 


i 
72. CITIZEN OF WHAT COUNTRY? 


USA 


ithin 72 hours after death. 


in 24 hours after death. if any @ Recessary, 


th form PM3. Page 5 may be retained for your files. 
it permit. File pages 1 and 2 with the State Board of H ib 


Second and_ third degree burns 80% bedy 
surfaces 


NX 


Conditions, i 
geva rise to Immadi: 
(a), steting the un 
cause le: i 


PART tl OTHER SIGNIFICANT CONDITIONS ¢ CONTRIBUTING TO DEATH BUT! NOT RELATED TO THE TERMINAL “DISEASE CONDITION GIVEN IN PART | Tel 19. WAS AUTOPSY 
=. ae PERFORMED? 


ves [] NO 


= 


20b. DESCRIBE HOW INJURY OCCURED. {Entar netura of injury In Pert | or Part Il of item 1B.) 


Child ea in burning house. 


PRIMARY CONTRIBUTING [] 


CAUSE OF DEATH. 
206. “oa. Month, Day, Year | 20d. INJURY OCCURRED 208. PLAGE OF INJURY (Home, en | 204 (City or town) (County) ~ {Stete) 
factory, streal, office bldg., etc.) 


6° M2161 [oven Devon House Berlin Worcester Md. _ 


21.1 a Ta | took charge of the remains described above, held an Autopsy i! ae Ki Inquiry and in my opinion 


fural causes (rr Accident x Suicide [7] Homicide |_|, | Undetermined manner lia 


CHIEF MEDICAL EXAMINER [_] 
Map, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
as DEPUTY MEDICAL EXAMINER [XX 


<2 ~61 
ee ae . alisbury peMdsye élty, town, of county) as 3 
228. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY gi LOCATION (Clty, town; or cuur ay) (St. 
REMOVAL (Spacify) 
urial __| 5/23/61 ‘Evergreen Cem 
23, FUNERAL DIRECTOR f / ADDRESS “ 


J ali 4 DATE 
on_B. Jolley, Salisbury, ma — “WY 961 


20a. EXTERAIRL CAUSE WAS. 


MEDICAL CERTIFICATION 


death resulted from: 


ignated agent, prior to burial, cremation, or removal, and in any eva 
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4 should be forwarded to the Chief Medical Examiner’s O! 


TO FUNERAL DIRECTOR: Page 3 should be used as a bur 


or its desi 
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+ death. Page 4 
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TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


Pages 1 and 2 shauld be filed with 
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L 
N\ 


Then please remave carban papers. 


, crematian, ar remaval, and in any event within 72 haurs after death. 
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page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta buri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i CERTIFICATE OF DEATH acetal 


. If institution: Residence befare adrgission) 


rporote limits, write RWRAL ond give nearest town) 


eC; S42) 


1. PLACE pape 2. USUAL RESIDENCE (Where decy 
o. COU! 3 MARYLAND . STATE 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


OR TOWN (lf outsipe 
RURAL ond give nearest town) 


d. NAME OF HOSPITAL {If ie haspitol, give street address) d. a Bs DRESS e 8 ja hee 
OR Rete A FARM? 
ediveclaGewenn. Hoseima IRE DFO un gt re BL NOD 
3. NAME OF t 4. es 
DECEASED. igst Middle pe Yeor 
{Type or print) } a DEATH ae’ i o 19 (| 
5. SEX 6. COLOR OR RACE | 7. MARRIED) NEVER MARRIED [] | & M. BIRT AGE (in years 


Le RoloxrEen |woowed pivorceo [] 


10a, pcs test OCCUPATION (Give kind of work done} 10b. KI OF BUSINESS OR INDUSTRY | 11 


12. CITIZEN OF WHAT.COUNTRY? 


* 
I90¥ | a3" 
ries my 
ost of working life, eyen if retired) " (hdd oe 
Ss wWitel Ex moar (oP 


13. ed f Be: jes 14, | “Florence Shick ee use 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL Wi 4, 
fY¥es, no, oF ynknowhy | {If yes, give wor or dates of service) iF. 3u, LAY. A ay 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), {b}, ond (c}.] 


PART |, DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE (0) 


©) Ss Pa DUETO Tin Op ot ‘ 


Conditions, if ony, which (b) 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. ©) 


INTERVAL BETWEEN 
ONSET AND DEATH 


MAA) 


FS Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Io) |19. WAS ATO 
= 

& ves [J Noy 
= ]20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 

& | OR CONTRIBUTING [} CAUSE OF DEATH 

& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

Z 

& |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County} {Stote) 
Fay Hour 0. m. While Nat while foctory, street, office bldg., etc.) | 

= p.m, 19 lot work [[] ot work H 


21. | certify that | attended the deceased fram.__. , 19%4,that | last saw the deceased 


wO\ _, and that death occurred at a em, fram the causes and on the date stated above. 
/ _, ADORESS (Street, city or town, hie. DATE SIGNED 


be Epes Re Clln §__ M.D. 5713-6 


PHYSICIAN'S 
NAME (Type) 


No. RIAL, (4 ato IN, | 22b. DATE THEREOF 
MOVAL {Speci S- 17. G/ 


2. UNERA L DIRECTOR'S SIGNATURE 


3 | 


alive an 


ity, town, or county) (Stote} 


2b. REGISTRAR'S SGNaToRE 


Se 


24a. ceca a 61 


DATE 


ee y 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION si TOs ICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(6215 


Liege PRERTIISATE 2 F ae i 


PLACE OF DEATH 
e, COUNTY 
Wicomico 


2. USUAL RESIDENCE (Whare deceased lived, If insiitullon: Residence before admission) 
2. STATE 5 b, COUNTY f 
Maryland Somerset V 


S 
S 
= 
© 
i 
2 
3 
— 
x 
nN 


= __MARYLAND || _ ye eu 

3 b. CITY OR TOWN (if outside corporete limits, ©, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

= write RURAL and giva nearas! town) 

3 ___ Salisbury, Maryland 1 month Princess Anne, Maryland 

a d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) d. STREET ADDRESS = IS RESIDENCE 

2 . / | ¥ ON A FARM? 

‘ 3° ; Deer! s Head St. ate Hospital 23 Beechwood C— A yes [] NO 

= aN. Fist Middle Lest DAY Month “Year 

x DECERSED is 

= topsoil a is Cora tladey Thomas ore May & 3 19 61 

= 5. SEX 6. COLOR OR RACE/7. MARRIED [TJ Never MARRIED oO 'B. DATE OF BIRTH “79. AGE (In years [IF UNDER T YEAR| IF UNDER 24 HRS, 
a ‘ lest susie J [Months] Deys | Hours | Min. 
Fema White ah 
Female WIDOWED ra pivorcep [_} | 90 


done during most of working 


——s n 
13, FATHER’S NAME 


eph Simcox 


We, USUAL OCCUPATION (Give kind of work 


je, even if retired) 


one es 


July 22,1870 


10b. KIND OF BUSINESS OR INDUSTRY derapcact (County & Stete, or foreign > ) 12, CITIZEN OF WHAT COUNTRY? 


eSeAe 


(14, MOTHER'S MAIDEN NAME 


Elizabeth Lunn 


rs, WAS G3 
(Yes, no, or unkown) 


Then please remove carbon papers. Pages 1 and 2 should 


d by the attending physician and completely filled in by the funeral 


The law requires that the death certificate be executed 


'VER IN U.S. ARMED FORCES? 
Ufyesgivewaror detes ofsarvice) 


“18. CAUSE OF DEATH on 


is 
S 
cs PART I. DEATH WAS CAUSED BY: 
pe IMMEDIATE CAUSE (a)_ 
z . ‘ 
a wt, DUE TO 
= Petes 
2 Condilions, if eny, which (b) 
geve rise to immediate ceuse 
(e}, steting the underlying DUE TO 
couse lest. te) 


17, INFORMANT 


Mrs Bessie Carey Princess Anne, Md. 
INTERVAL BETWEEN. 
ONSET AND DEATH 


1 week 


16, SOCIAL SECURITY NO. “Address 


per line for (e), (b), end ( 


Cerebral Thrombois (recurrent) 


Arteriosclerosis, general. 


years 


After this certificate has been signe 


Dept. of Health prior to burial, cremation, or removal, and in any eve! 


be detached for use as the burial-transit permit. 


21. 1 certify that (I}-(this hospital) attended the deceased from. 


iD rd cae 


he that (1) (we) last 
~1 and that death occlil a6 Pm, from the causes and on the date stated above, 


may be retained by the hospital or attend! 


@ z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e)) 19. WAS aut 

ey PERFORMED? 
S 

9 S af rh lien ., sae ia ves [] NO 

id % [20e. ACCIDENT WAS UNDERLYING [} | 20b. DESCRIBE HOW INJURY OCCURED. (Enter netura of injury in Part | or Part Il of item 18.) 

5 & ] OR CONTRIBUTING [] CAUSE OF DEATH a 

m G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

9 § | 20e. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) 

g a Cy ces While __Not While fectory, street, office bldg., etc.) | 

g 2 = 0 et work ["] at work 1 

i 

Lat 

e 

~ 

a 

io} 


a 
° 
Lat 
os 9 saw the deceased aliyegon.. 
B25 Ze, SIGNATURE ¥ aan + ae Pal 7b. DATE 
Ee A mp, | PHYS. pirector [] pus. [4 May 14, 196)" 
€.: os 2c, PHYSICIAN'S —< :? ‘22d, ADDRESS : i : 
mona? Be!) Ale Nel ave». Mi _Deer's Head Hospital Selistury, Nd 
a eh 2 G d ae b 
O<D a 23a. BURIAL, CREMATION, | 23b, DATE THEREOF ae, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or oath: {Siete} 
Rake Mos BA {Speeify) Ma 
rose 1961 nokin Presbyterian \Cem. Pr, Anne, Nd. 
ae AIS (4) \ yaa DIRECTOR'S. urdial— ene ADDRESS 2Se. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
15m 9/60 Rh hex Princess Anne, Md.|,,,MAY 226! Cnthan £. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 / 
622$ ’ CERTIFICATE OF DEATH LUO deb 


om! 


ee Reg. Dist. No. 
& He 1 eset DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
o FT 4 maryiannd || PS COe na W, j 
58 Wieamieo Mm ‘and (compe. 
= re] 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWNS Hf outside corporote limits, write RURAL ond give nearest town) 
8 3 i F pnd jve nearest town) ‘ 
* 3 Sahshury | 
2. o & Sal & HOSPIFAL/(If not in hospital, give street oddress) d, STREET ADDRESS: @. 1S RESIDENCE 
> FJ |Z) OR INSTITUTION { ‘ON A FARM? 
SS) ens psu fa en era. Hosp, Za/ yes] No} 
wh First 7 
NAME oF i irs Middle Lost Doy Yeor 
(Type or print) G CUISe racer 3 196/ 
3. SEX 6, COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH "AGE (in yeor_[JF UNDER 1 YEAR]IF UNDER 24 HRS. 


: The law requires that the death certificote be executed within 24 hau 


* Tost birthdoy} 
yrs. 


LACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Days 


Hours 


Fe ma /e White WIDOWED [] DivoRcED [J 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY [1 
during most of working even if retired) 


13. EARHER'S NAME 


(1) A lp L) Tre de ¥ i we ) te 


15. WAS DECRASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, 90, oF unkstown) | (UF you. give war or dates of service) 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ong (Cl a INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; ATE Et eo sme 
{ IMMEDIATE CAUSE (ol : eC 


Then pleose remove carbon popers. Pages | ond 


After this certificate has been signed by the offending physician ond completely filled in 
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Rg 
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3 / fe) DUE TO ‘ 
a2 Conditions, if ony, which (b} Pog ZEON AA, 
Eo gove rise lo immediote 
Sic couse (0), stoting the under- ( DUE TO 
3 z lying couse lost. (0. 
2 $50 a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
Sols = 
ase 8 5 yesC] No 
foes = |200. ACCIDENT WAS UNDERLYING C) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
S43, & | OR CONTRIBUTING L] CAUSE OF DEATH 
ae285 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g o5es & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Eales 8 eae ach, 1p _[While, Not wile foctory, street, office bldg., etc.) | . 
aepei7g S p.m, jot work [] ot work i 
ee525 = 
z? ae 21. | certify that |_atyénded she deceased fram._______->. ENE 19. ay eee SIL, 19M2,yhat | last saw the deceased 
ree G ge 
Zeg es alive an_____ 7. SPIE 2 eee , and that death accurred at__, LA», fram the causes and an the i stated pais 
E = ok c ES St city of,town, stole] DATE es, 
<S0 0. ACTUAL Z 
mo 8 5 SIGNATURE mo, LARS LC a Carlen Mbp * Pet eee at 
ozo 
BS PHYSICIAN'S 
Bees NAME (Type) 
SYD \ [22o. BURIAL, CREMATION, | 22b, DATE TI Li Kt Y ME af EMETERY OR CREMATORY 
Z >2 85 REMOVAL 
ofo ge ( VA 7/9 So 
er i} INGRAL DIRECTOR’ ia ag. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
N Bl ate 
VS AIS (4) Jd e ’ Lath. fas 
vere y areMAY 8  '61 Cnthan f. 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 06217. 


PLACE OF DEATH 
2. COUNTY 


write RURAL and give naerast town) 


N om 
b. CITY OR TOWN [if outside corporate Nmits, 


FOR STATE §230 MEDICAL AN INER’ S CER iFIFAT E OF DEATH 122 
sad dived, If institution: 06217 _ before admission) 


(Where dec: 
8. STATE b. COUNTY 


Mery and___Wicomic 
«. CITY OR TO! outsida corporate limits, write RURAL and give 


c MARYLAND 
¢. LENGTH QF STAY IN Th 
ne 


ast town) 


—a Name oF BOE SRR Gion ( 


a. eae sbury- th “/ @. tS RESIDENCE 


If not in hospital, give streat address) 


XK | oF aowanee OF 6 Tangier St. Ai 


ON A FARM? 
516 Tangier St. 


DECEASED Sherionie” 


(Type or print) 


OF 


DEATH 19 
AGE a rears) IF Shs TYEAR FU UNDER 24 HRS. 


ves] Nog] 
Middle - Last - | 4. DATE Month Dey" Youre ee 


3 A HERE 


2 hours after death. 


(Yes, no, or unkown) | (Ifyas givewer ordatasof service) 


a le eee me er meen ree me eh ere ree mee 


7. MARRIED [>y] NEVER MARRIED eo 
iF O Jost bender ry) Days | Hours | Min, 
g wivowep [] _bivorcep [-] AA, 196 

10a. aoe OCCUPATION (Gi id of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTH! {Stata or foraign country) - ce OF WHAT COUNTRY? 
dona during most of working lifa, aven if retirad) 

Hee a et a a ee en Se eee nn KM, aryland 
13. FATHERS NAME 14, MOTHER'S MAIDEN NAME 

Willian Showell Gloria “£2 _ Tucker : A 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORM, Address — 


Gloria Tucker, Salisbury, Md 


l-transit permit. FiJé 


a 
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3 
Bas 
SSe 
308 18. CAUSE OF DEATH [Enter only one caure per lina for (a), (b), and (e}.] = INTERVAL “BETWEEN 
oss ONSET AND DEATH 
e PART |. DEATH WAS CAUSED BY: 
3588 mMmeDiaTE CAUSE (e}_Interstitial pneumonitis = |_Heura___ 
Sag x DUETO 
S38 Conditlons, if any, which (b) 2 " 
Sy Ta Seva rise to immediate cause Za a 
EBSL {e), steting the underlying DUE TO 
EER ° ‘ cause last, {o) = |e 
BESS _)iz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
E* & se SS = a? > PERFORMED? 
~~ a i 
Sa 4 : 5 ves J no G] 
255 | 20a. EXTERNAL CAUSE WAS _ 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Pert | or Part Il of item 18.) 
ez £22 & | PRIMARY [] or CONTRIBUTING [] 
Ra=s8 G | CAUSE OF DEATH. 
Neat = a3 = =8 
22203 | "20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form,’ 208. (City or town] {County} (Stote) 
cir $ t 
a SU ee a Hour a.m. While Not While factory, street, office bldg., etc.) | 
Sets 2 ” work ["] at work [] t 
Hs ome 
ae 20 5 21. I certify that | took charge of the remains described above, held an Autops Inspect: y 
Os3y = death resulted from: intra coves [2 Accident tea Suicide [ |, Homicide zk Undetermined manner O 
Bo se a CHIEF MEDICAL EXAMINER [—] 
r= 
2 2S a 3B ACTUAL ASSISTANT MEDICAL EXAMINER DATE SIGNED 
2s e SIGNATURE, MD. 
ngs 5 ad Pe ee a | L vin DEPUTY MEDICAL EXAMINER 
Bezes NAME (Typo) E ae os \ = Address (Streat, city, town, of county] 
3D w 22a, BURIAL, CREMATION,| 22b. DATE THEREOF 22¢. NAME GF ETERY OR CREMATORY 22d. LOCATION (Clty, town, or country) 
AgaR= REMOVAL (Spacify) 
gaxod Buide | s/e/er Green Aere Cen, Salisbury, Md 
23. FUNERAL DIRECTOR ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME . , S. 
5M 9/60 parMAY 15 '61 Clathen £, Pras 


2 Qntle 2, X V 


Thornton _B. Tolley. Selisburys Ma 


MARYLAND STATE DEPARTMENT OF HEALTH 


re DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
6231 CERTIFICATE OF DEATH EDIE 


1, PLACE OF DEATH a Ae oleh (Where deceased lived. If institution: Residence before admission) 
0. STATE 


0. COUNTY b. COUNTY 
Wicomico Lyle and Maryland 
b. CITY OR TOWN {IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN ((f outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neorest town) 
Delmar 60 yrs Delmar 


" 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS ©. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ves 1] No fj 


1 death. Poge 4 


ree Ieee 
Poges 1 and 2 should be filed with 


After this certificate has been signed by the attending physician and campletely filled in b 


poge 3 shauld be detached far use as the burial-transit permit. 


the State Baard af Health prior to buri 


me funerol director, 


Hast Street / 5 East Street 


|. NAME OF First Middle Lost 4, DATE Yeor 
DECEASED OF 


Do 
(Type or print) ELLA VINCENT DEATH 28th 1961 


S. SEX 6. COLOR OR RACE [7. MARRIED [7] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) 


Female White |woownDk oworceoO | July 27,1873 87. 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


At Home Home Delaware 
‘13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. li INFORMANT Address 


A 


(Yas, no. oF unknown} | (if yer, give war or dotes of service) 


No 


PART I. DEATH WAS CAUSED BY: ~vY J z 3 
IMMEDIATE CAUSE {0}, = 


DUE TO 


Then please remove carbon papers. 


¢rematian, ar removal, and in any event, within 72 hours ofter death. 


Conditions. if ony, which 
gove rise to immediote 
couse {o), stoting the under- 
lying couse lost. 


RELATED us) THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. pede Me) Coal 
oy RA - 5 yes) NOG 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture ofitifury in Port | or Port II of iter 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
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6 
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2 
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3 
a) 
es 
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3 
3 
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s 
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2 
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20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
Hour 9. m. i Nah ohie foctory, street, office bldg., etc.) ! 
p.m. ot work 


MEDICAL CERTIFICATION, 


Z_. VEL, that (I) (we) last 


saw the deceas: G: and that death accurred at 6M, fram théZauses and an the date stated above. 
To. SIGNATURE : 2b. DATE 


ATTENDING /_--—Kiep, STAFF SIGNED 
| PHYS. Director (]  PHys. C) 
7c. PHYSICIAN'S Tid. ADDRESS 

NAME (Type] 


ur. L.V.Sohler ee Men. oe in eee 
230. BURIAL, CREMATION, | 23b. DATE THEREOF 23d. LOCATION {City, town, or county) (Stote) 
msgareT” 
ri f Delmar, Del, 


280. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


pate MAY 3.1 '61 Onthun £7 


by the hospital ar attending physician. 


ATTENDING PHYSICIAN: 


* 


TO FUNERAL DIRECTOR: 


moy be re 


TO HOSPITAI 


a 


ope 
ga 
=> 
© 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


‘OR STATE Be MEDICAL EXAMINER'S CERTIFICATE OF DEATH H6215 _ 
HEA 1, PLACE OF DEATH is FY USUAL J RESIDENCE. (Where daceesed lived, m7 Institution: Residence befora admission) 


M1 DEPT. 


@. COUNTY 


FS s a. STATE b. COUNTY 
52 pt et ag Leomi.c. = MARYLAND j Maryland aligomleo — = 
eu: b. CITY OR TO’ if outst peo limits, ¢. LENGTH OF STAY IN 1b . CITY OR T ufside corporete limits, write RURAL and give neerest town) 
$ 5 RURAL and give neerest ia ‘ Qa ‘ne 
ess al Rurel 
&o sbury_( Bur 3 __ Salisbur ar Si Peay 
@. 5 kK d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street address) d. STREET ADDRESS v . 5 RESIDENCE 
= O IN A FARM? 
a 
sv ‘f YES fy] NO 
Ege J Dagsboro Road = Dagsboro Road fd No L] 
2ES5 JAME OF Middle jt 4. DATE Month Dey ¥ 
os 3 Wale erie) Or 
£2 (Type or print DEATH 19 
oes ha ie ae Olive _ Beulah — : m =2- 
23 i 5, SEX 6. COLOR OR oar 7, “MARRIED [yp never eg: B. DATE OF BIRTH . are ae ta UNDER 1 YEAR IF UNDER 24 HRS. 
Months] Deys Hours Min. 
ge wioowe[ ] —_oivorceo [|] 1-11-1897 6h. yn. | | 
oer 108. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE L399 or —_ country) ~) 12, CITIZEN OF WHAT COUNTRY? 
ey $ x done during most of working life, even if retired) 
2 
Bays amstress | Facbp; —_ dela, Md, USA = 
Qo > 
26 oS. P33, FATH me $ a 14. MOTHER'S MAIDEN NAME 
=8y 
2a 
Belt’ |_Thomas_D 20 ary Budd _ 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 


(Yes, no, or unkown] | (Ifyesgive werordetes of service) 


"aisBanid : a Harry Wat -Dagsbare Ra. | 
Salisbury, Md. 


*) INTERVAL BETWEEN 
ONSET AND DEATH 


-|_Sudden — 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).] _ 


PART I. DEATH WAS CAUSED BY; 
Compound_—fracture of skull: fractured 


/ MMEDIATE CAUSE (8) __ 
) 


| ‘ bueTo ~cervical spine 
Conditions, if ‘any, which (b) : 
geve rise to immediete couse ey 
DUE TO 


(a), steting the underlying 
cause lest, ivi 


{c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONT: 


OT RELATED TO TH THE TERMINAL DISEASE. CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
P 


ERFORMED? 


ves [] NO pal 


= 


AL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury in Part | or Pert Il of item 1B.) 


or CONTRIBUTING [) 


20a, EXW 
PRIMARY, 


|, cremation, or removal, and in any even 


MEDICAL CERTIFICATION 


EDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any de’ 


please execute the certificate, writing the word “pending” in pencil in Item 18. Gi 


4 should be forwarded to the Chief Medical Examiner's Office along with form 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board 


3 SE OF DEATH. 
= cAuseoream | Driver of car involved_in_two_car collision. = 
zt) ‘ Zoe. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED |, 200. PLACE OF INIURY (Home farm, ; 208, (City or town} (County) Clete) 
“= ur a.m, While Not Whil jectory, strael, offic pe 
PN! 6," oy is waa 
ae 21. 1 certify that | took charge of the remains described above, held an Autopsy ih Igspection Le Inquiry Gt and in my opinion 
3 death resulted from: tural causes ial Accident al Suicide we Homicide . Undelermined manner Oo 
2 CHIEF MEDICAL EXAMINER [_] 
= 3 ae 1, map, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
3 22 ; 
a &) f Earl on Roye DEPUTY MEDICAL EXAMINER [9 5-61 
5 crosses 
Fy i Q RIAL, es he Gamgen AV@ae OF Hal shunrs ily, lown, or country) 7 
Ui REMOVAL (Specify) 
2 Sry al__! 5-61 | Parsons Cemetery Salisbury Md. 
XN . FUNERAL DIRECTOR ADDRESS 2de, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS. AISME ‘61 retour ad, Thana 
Eye ‘Holloway and Co. Salisbury, Md. valfht 8 - caatale 


MARYLAND STATE DEPARTMENT OF HEALTH 


vs DIVISION OF STATISTICARESEARCH AND RECORDS — BALTIMORE 1, MARYLAND AC 
6235 CERTIFICATE OF DEATH G6220) 
\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUNTY 0. STATE b. COUNTY 
Wicomico MARYLAND Maryland Wicomico 
b. CITY OR TOWN (if outside corporole limits, write [ LENGTH OF STAY IN tb c CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 


RURAL ond give neared town sbury | a. Salisbury 


d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION j . ON A FARM? 


200 Saratoga Street yes] NOK] 
3. AAS First Middle Lost 4, DATE Month Year 
ype er print) CARRIE MARIE WHITELOCK | DEATH MAY 20th 1961 


‘S$. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED [-] 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys i 


Female White [wow  svorceoO | May 20,1895 66 _ 


Va, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


House Wife None Willards, Maryland USA 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Fredrick Mitchell Theodoria Wells 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


Siva ramen gt en doe woo dn tia | © SOCIAL SECURITY NO. Hig INORMPydenWhitelock(Husband) 200 Saratoga 
ak Nhe i st. rhs ears ) bits 


fhe funeral director, 


Poges 1 ond 2 should be filed with 


, cremotion, or remavol, ond in ony event, within 72 hours ofter death. 


fter death. Poge 4 


@ 


d completely filled in 


No 


18. CAUSE OF DEATH [Enter only one couse per line A@r (0), (b}, ond (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0) AAAS i P 


ISYX DUE TO 


Conditions, if ony, which (oy 
gove rise to immediote 

couse (o}, stoling the under, ( OVE TO 
lying couse lost. © 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a){19. WAS AUTOPSY 
yes] NoCK 


200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRISUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} N / A 


Then pleose remove carbon popers. 


-tronsit permit. 


te hos been signed by the attending physicion an 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote) 
Hour o. m. While Not while foctory, street, office ee ete.) | 
: N/A oO N 4 


19 lot work [7] of work 


MEDICAL CERTIFICATION, 


21. | certify that (I) (this pened led pees ge fram... i f7_, that (I) (we) last 
5 oe ; fam®the causes ond an the date stated abave. 


wo EMS roo Mo Mayol s196f 
22d. ADDRESS. 
| Medical Center 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


Parsons Cemetery Salisbury, Maryland 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2S0. REC'D BY REGISTRAR 2b. REGISTRARS SIGNATURE 


HOLLOWAY & COMPANY SALISBURY MAR vare MAY 2 5 ’61 Oithin £ Foie 
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d by the hospitol ar ottending physicion. 


ECTOR: After this certifi 
be detoched for use os the buri 


the Stote Board of Health prior ta burial 


& 


may be res 
page 3 shau! 


TO FUNERAL 


3 TO HOSPIT. 


gn 
zp 
2a 

fe 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (622: 


mall 


~ ~ 
& 3 j TPeRGr Oe 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission 
8 ¢ °. °. b. COUNTY 
= a8 Wicomico MARYLAND Maryland Wicomico 
eS eB 3 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ac. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8g RURAL ond give aay rae ; 
OME TS) alisbury \ _Parsomsburg 
a oo ~ NAME OF HOSPITAL {if ho: I, treet odd: ? IS RESIDENCE 
cuit ( ¢ 2. NAME OF HOSPITAL (I notin hospital give street oddest) di STREET ADDRESS o- IS RESIDENCE 
@: : en Gen Hospital f_In Village ves) No Ok 
e 5 3. NAME OF First Middle Lost 4. DATE Month Oy Yeor 
ays (ies or part) VIRGIL PRETTYMAN WILKINS DEATH MAY 1ith |, 61 
ae 
~o 5. SEX 6. COLOR OR RACE | 7. MARRIED XCNEVER MARRIED B. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
e x Marlen [ Oo 8 gion lslenalmoaiT | fase ame 
as lale White |wownQ _oworceo] | Feb.8,1877 yn. 
& Ze 10a. USUAL nag pte eee kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g eigen oe ing life, even if retired) 
S Re rmer Farmt icémico Co,Maryland USA 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
je Elisha P,Wilkins Sarah E,Dickerson 
$ 
FA 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ron NT Address 
5 (rex, 00, o¢ onknown) {It yas, give wor or dates of service) mnie H.W. lkins( Wife 
8 No | m sbi: 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), oe {c)-] e 'g AREY AL HETBEN 
a PART |. DEATH WAS CAUSED BY: (Oy é hey fen% Lz 7 ase ang, i CA 
= — IMMEDIATE CAUSE (0) -— 
= 4X Od DUE TO 
Conditions, if ony, which mn 
DUE TO 


couse (0), stoting the under- 


gove rise to immediote | 
lying couse lost. ( 


‘ansit permit. 
the State Board af Health priar ta burial, crematian, or remaval, ond in any event, within 72 Poe it death. 
p 


ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 ha 


RECTOR: After this certificote has been signed by the ottending physician and comp! 


‘s a Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ES = 

ago S Yes [] NO &) 
sien rd = ] 200. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 

Lies & | OR CONTRIBUTING L] CAUSE OF DEATH 

See © | (UF EITHER, NOTIFY MEDICAL EXAMINER} N/c 

SEs & ]20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. Bxceora es ae at 120F, (City or town) (County) (Stote) 
aes ral Hour 0. m. Whil Not whil street, office etc 

ri z eS ee Ser | Be i N/C 

= i] 5 

g 2 21.1 certify thot{N)f is haspital) attended ee deceased fram___ “6x0 oR ye: a 19.., that((I) (we) last 
ea saw the deceased alive ch ae? Bef u fl. pnd that deoth accurred at =. ram the causes and an the date stoted. aoa 
26g Qo. SIGNATURE 27 RANE 
PRU ATTENDING MED. STAFF hig) 
233 GQ SOs IW Mo. Binector CO] PHYS May vf 1964" 
5 7c. PHYSICIAN'S Dv, Wilber R,Ellis on ae 

Ps NAME (Type) 

& SE Dr,Davia J,Gilmore Medical Center _Salisbury ,Maryland 
eLes ee a a i ee a 
a seo 230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 
J >2 = VAL (Specify) 

= 
Reoe uria 14,1961) Pa 
- 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
WEA «SS [HOLLOWAY & COMPANY SALISBURY MARY] 


hd 


form PM3. Page 5 may be retained for your files. 


jin 24 hours after death. If any 


please execiite the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fu 


‘T OF HEALTH 
ESTON STREET, BALTIMORE 1, MARYLAND 


FICATE OF DEATH 07376 


gens 2-32 Film 289 MARYLAND S$ 
vision of STATISTICAL RESEARCH AND 


5235 MEDICAL EXA 


. PLACE OF DEATH 


[| 2. USUAL RESIDBNCE (Where doceosed lived, If institution: Residence before edmissigh) 
2a bi Fg) ae . ». STAY b. COUNTY, } ee 9 v 
se y Witoriced ___ MARYLAND || _ - — Werereton 
rf Pu b. CITY OR TOWN [if outsi rporete limits, . LENGTH OF STAY IN Ib 
35 ta RURAM ond giyd nesrest town) 
eB Sp ve 


N (if not in hospitel, give 


d_ BYAME OF HOSPITAL OR INSTITU, ret eddress) d, STREET ADDRESS / 4 e. IS RESIDENCE 


x“ s \Y € ON AFARM? 
~4\z ves fiNO 

| >A Month Day Yeer 

4 4 OF 

0 CAML | DEATH ae 2s 96f 
5, SEX 6, COLOR OR RACE| 7, maRRieD [~] NEVER MARRIED [2Y 7 8, DATE OF BIRTH ~ 19. AGE (in yeers (fF UNDER 1 YEAR) iF UNDER 24 HRS. 
cA eng Deys | Hours | Min, 
iL WIDOWED ["} pivorcto [| om 1957 ye. | 
; USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1% SIRTHPLACE (Ste or broign country: ~ | 12, CITIZEN OF WHAT COUNTRY? 


lest birthdey) 
done during most of working life, even if retired) 0 


THER’S MAIDEN NAMEC™ oe Tes a 


~~ 


e omy TOWN {If outside corporgte limitsayrite RURAL ye2 a 
“pan a A» RO: BAL, 
6 
) 


3. NAME OF 


cee PRG wa) il, 


“Last 


ith the State Board_of Health, 


after death. 


ined 


16. SOCIAL SECURITY NO.| 17, INFORMANT a A Address 2 — 
= es, Ww ul Te 2 2 Te Af 


DECEASED EVER IN U.S. ARMED FORCE 
(Yes, no, or unkown) | (Ifyesgivewerordetesofservice) 
——s — 


] 18. CAUSE OF DEATH [Enler only one cause por 1B}, en — TERVAL BETWEEN 

PART I. DEATH WAS CAUSED BY: Sf pe Na 
IMMEDIATE CAUSE (e), i) us au 

vas 7 & NG DUE TO 


transit permit, File pages 1 and 2 wi 
|, and in any event within 72 


3 
o 
¢ 
ee 
a =| 
2 
8a ) P ‘ 3 yA 
= A Gendittene. len y -wiiek s Acute poisoning by ingestion of Strychnine | 1 hr. 
ahs 8 geve rise to immedicte couse + aa « = a) to ~ | > wn 
Bee (0), steting the underlying ( OUETO 
Ea 2 cause fest. te) ” ‘9 ok 43 ». ee SS 
gE § Zz ~~ PART li, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mel) 19, WAS AUTOPSY 
4 PERFORMED? 
a i | 
32 € 3 | YES K no [] 
9 2 é ‘ & | 200. EXTERNAL CAUSE WAS i ~] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 1B.) F: ‘ = 
e & & | PRIMARY C1 or CONTRIBUTING 
245 & | CAUSE OF DEATH. Ingested mothers low blood pressure tablets 
2 wi) ‘4 EOF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20c, PLACE OF INJURY (Home, ferm, | 20f, (City or town} ~ (County) (Stete) 
G Bo 4 Hours oie While __ Not While fectory, streel, office bldg., ete.) | 
rote 4 ee ee 19 el work [_] et work t Worc. Md. 
ri 21, I certify that | took charge of the remains described above, held en Autopsy DX}, Inspection [_], Inquiry [_], end in my opinion 
35 a death resulted from: Natural causes | Accident . Suicide ie: Homicide ie} Undetermined manner O 
oa 
che CHIEF MEDICAL EXAMINER [] 
20 XN ACTUAL “a ASSISTANT MEDICAL EXAMINER DATE SIGNED 
& SIGNATURE M.D. 
Tr! 
3 
old 
3B 
o 
co 
a 
+O 
w 


DEPUTY MEDICAL EXAMINER 

A: EXAMINER'S: Ie * Sf 2-6 
2 3 NAME (Type} ft. tu Sle Address (Street, city, town, ot county) ps n es 
WW a 220. JAL, CREMATION, >) 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, own, or country) oa 
a 2 EMOVAL [Spegtty) SJ ¢ } yd 
° 8 <2 esw-e8 4 eek v ’ 
S fat () 23, FUNERAL DIRECTO! AI ADDRESS 2 ] oF BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME I & P 4 in oe ; 
5M 7/59 N ae 4 LO al Kecereke wv Vid oaredUN 9 61 Chktaa 4 Tana 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
6236 CERTIFICATE OF DEATH (6229 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
a. COUNTY a. STATE 


Wicomico Ne Maryland » COUNTE J oomico 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest tawn} 
RURAL and give nearest town) 


i 3_Wks 12 Salisbury 


d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


rnpedsula General Hospital y] Quantico Rd. YE NOE] 


- NAME OF First Middle Lost 4. DATE Month Da; 
(Type or print) ERNEST ELIHU WILLIAMS DEATH 5 28 1, 
6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {la years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male White |wivowen tg oworceo(] | Oct. 3,1878 lengesshsor) [Months] Days | Hours | Min. 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Retired Farmer Owner Maryland U.S.A* 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Samuel A. Williams Elizabeth Phippin 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. hh INFORMANT Address 


eho [a 19972.36-0099 | Mr, Boyd Williams, Same 


18. CAUSE OF DEATH [Enter anly ane couse per line For (0), (b). and (e).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: “Byome i ag oe. 
IMMEDIATE CAUSE (a) pyee- WOT ARC 

11x DUE TO 

Canditians, if any, which & 
gave rise ta immediote 
couse {a), stating the under. ( OUE TO 
Tying couse lott: © 


Parr Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE AB GIVEN \Oy PART L 9. He AUTOPSY 


Gskeo pevoes = Gi ttigruro lt NO 


a ® noo 
200. ACCIDENT WAS UNRERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il df item Gast 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ead 


er death. Poge 4 
e funeral director, 


t 


iy 
Pages 1 ond 2 should be filed with 


the Stote Board of Health priar to burial, cremation, or removal, and in any event, within 72 hours ofter death. 


y 


Then pleose remove carbon papers. 


icate has been signed by the attending physician and completely filled in b 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120 (City ar town) (County) (State) 
Hour 0. m. ini. hes obit factory, street, affice bldg, etc) 
p.m. 19 Jat wark [] at work 


21. | certify that (I) (this haspital) atte: ie te the pe feam...- VLA -77.. eit ta. MAY. AS, wel, that (1) (we) last 


saw the deceased alive an MAY: % Af and that death accurred at LO 3425trdtathe causes and an the date stated abave, 
22a. SIGNATURE 22, DATE 


Haier C~ Mee wolATON G Moon Ho seaqe6. 
‘Zc. PHYSICIAN’S f 22d. mee 
NAME (TP) Dn Thomas GC. Hill Pine Bluff Rd., Salisbury, Maryland 


Be. BURIAL, CREMATION, | 23b. DATE THEREOF Bc. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or caunty) (State) 


REMOVAL prc 5-31-61 Parsons Cemetery Salisbury, Maryl 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a. REC'D BY REGISTRAR ‘25b, REGISTRAR'S SIGNATURE 


Hihl & Johnson Salisbury, Maryland pawUN 2 761 ne Salt Wtihast 
Yio ou FH Fol 
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Poge 3 shauld be detached for use as the buriol-tronsi! permit. 


MARYLAND STATE DEPARTMENT OF HEALTH 
ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


06223 


£237 
1. PLACE OF DEAT a 


a. COUNTY 
Wicomice 


writs RURAL and giva nearest town) 


Salisbury 


“b. CITY OR TOWN (if outside corporate limits, 


MARYLAND 


2. USUAL RESIDENCE (Whare deceasad livad, If institution: Residanca befora admission) 


“¢, LENGTH OF STAY IN Ib 


@ 


e — 
'3. NAME OF First 
DECEASED 
(Typa or print) Louis 
‘ | 6. COLOR OR RACE 


~ d. NAME OF HOSPITAL OR INSTITUTION (if nol In hospital, give straat addrass) 


Scott's Camp, _Jersey_ Road 


' MARRIED [_ | 
WIDOWED 


~ Middla 


Wood 


NEVER MARRIED 


2. STATE b. COUNTY 
Maryland Wicomico 

“c. CITY OR TOWN (If outside corporata limits, writa RURAL and give naarast town} 
Salisbury — 
d. STREET ADDRESS 2. IS RESIDENCE 
| ON A FARM? 
Scottts Camps Jersey Road |s{] nom 

“Lait” Tt aed Month: “Day “Year 
DEATH 6=61 19 

19, oS (In yaars R|_IF UNDER 24 HRS. 


M 4-8. DATE OF BIRTH 
pivorceD ["] Gesh 


Sin “Months 
Lys. | 


Hours | Min. 


102. USUAL OCCUPATION (Giva kind of work 
dona during most of working life, aven if ratirad) 


CVE 


| 10b. KIND OF BUSINESS OR INDUSTRY 


NOWE 


f 


pa bs {State 969_| Ls 


Ce oe 


12, CITIZEN OF WHAT COUNTRY? 


4 te 


13. FATHER’S NAME 


ive Pages 1, 2, and 3 to the funer: 


Rot Kno wal 


14. MOTHER'S ae 


2a 


NAME 


(pds Rosse ~~ o 


(Yas, no, or unkown) 
— 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Ifyesgive warordatesofservica! 
a 


| 16. SOCIAL SECURITY NO. 


PART |, DEATH WAS CAUSED BY: 


ae x 
i= 60 

Conditions, if any, which 
gave rise to immadiata causa 


(8), stating tha undar 


DUETO 


DUE TO 
(e) 


9/18. GRUSE OF DEATH [inter only ona cause par lina for (a), (b), and 


17, INFORMANT 


| Diabetes Mellitus — 


Address 


| INTERVAL BETWEEN 
ONSET AND DEATH 


immeniate CAUSE lo) Hypertensive cardio-vascular renal disease| Years 


| Years 


cause last, 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERA INAL DISEASE | ‘CON ITION GIVEN IN PART 1a! 


9. WAS AUTOPSY 
PERFORMED? 


208. EXTERNAL CAUSE WAS _ 
PRIMARY [1 or CONTRIBUTING [) 
CAUSE OF DEATH. 


| 206. DESCRIBE HOW INJURY OCCURED. (Enior neture of injury In Part | or Part Il of itam 18.) 


No xX) 


20c, TIME OF INJURY Month, Day, Yaar 


Hour a.m. 


MEDICAL CERTIFICATION 


19 


death resulted from: 


‘DICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 


jatural causes 


While Not Whila 


at work 


Accident rel 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
fectory, streat, offica bldg., ate.) | 


21. I certify that | took charge of the remains described above, held an Autopsy ima} 


Suicide Oo 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 


please execute the certificate, writing the word “pending” 


~ (County) (Stee) 


Inspection Inquiry XI, 


Undetermined manner ‘iE; 
CHIEF MEDICAL EXAMINER [_] 


208. (City or town) 
t 
and in my opinion 
Homicide 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of H 


ACTUAL 
SIGNATURE M.p, ASSISTANT MEDICAL EXAMINER im DATE SIGNED 
EXAMINER'S Earl Tse Royer D DEPUTY MEDICAL EXAMINER 6s = —- 
Ps 
2 - NAME (Typo) 407 de: e. ee w oe iiget, city, town, or county} _ _* ee = 2? 
WW epsom 22b. eam ice Re chads ane wn, or country) 
a €ZREMOVAD (Spacify} 
re) msn) |S-§-E 1 watem. crf BA. é 
Ll 23. FUNERAL DIRECTOR ADDR 240. REC‘ Belt 24b. oe [R'S SIGNATURE 
VS. AISME 
5m 7/59 paMAY 1 0 61 Ontthun £. Maar 


Ge 


alia Blatt, Salts hua, Lad. 


